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EDITORIALS 





Ants and Men 


aa distinguished Phila- 

delphia anatomist, Dr. M. 

F. Ashley Montague, pub- 

lished an able article in the 

April Scientific Monthly 

which was written around the 

thesis that creatures (other 

than man) of the same 

species, order, or class do not 

war upon one another. Mon- 

tague claims that it is only man who wages 
“unnatural” wars. ‘Mammals prey upon 
reptiles, reptiles upon birds, and birds upon 
insects. . . . Cats will kill small rodents 
and birds; monkeys will kill and eat birds 
and insects." Combats between individ- 
uals of the same species will occur, but 
never anything like organized war. Mon- 
tague claims that this is the true order of 
Nature and that the idea that ‘‘war is a 
universal and everlasting law of Nature” 
is a shallow judgment. War, he insists, 
is the “most unnatural, the most artificial, 
of all animal activities, for it originates 
in artificial causes, is waged by highly arti- 
ficial entities called States, is fought from 
artificial motives, with artificial weapons, 
for artificial ends. Like our civilization 
war is an artificial product of that civili- 
zation itself.” 

We suspect that the ants tend to break 
down Dr. Montague’s generalization, and 
through the kind offices of the eminent 
naturalist, Professor Laurence J. Lafleur, 
we have confirmed our suspicion that ants 
of the same species do wage organized war, 
at times, upon one another. Such wars 
are usually brought about by competition 
for nesting grounds or sources of food 
supply, or for slaves (slave-making ants 
$0 proceed). ‘“Myrmecine ants, such as 
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Tetramorium, are frequently 
seen fighting early in the 
spring, when they enlarge 
their nests and may encroach 
upon one another's territory.” 
Such ant wars, when they 
do occur, inevitably suggest 
the strategy and tactics of hu- 
man warfare. In the descrip- 
tions of them by eminent a 
servers we read of armies, le- 
gions, troop movements, pha- 
lanxes, sentries, couriers, raids and forays. 

This occasional behavior of ants seem- 
ingly tends to confound somewhat Dr. 
Montague’s fascinating argument. The ar- 
gument is not completely water-tight. 

Dr. Montague, in his enthusiastic es- 
pousal of a bemusing generalization, must 
have forgotten the ants, for he is a nat- 
uralist of parts. 

The trained scientist, in medicine as in 
all biology, should be wary of generaliza- 
tions, which are so frequently as charming 
as they are unsound. 


A War-Induced Dilemma 


| gees philosophers, while declaring 
the methods of modern war to be 
murderous, justify it when resistance to an 
aggressor becomes an inescapable duty. But 
in justifying it in these circumstances they 
unwittingly create a dilemma for those op- 
posed to euthanasia and contraception. 

If the banners and their bearers are to 
be blessed in the case of war, should not 
the condoms and their wearers be blessed 
in the case of contraception, as well as the 
implements of death and those who wield 
them in the case of euthanasia? 

For if to resist unjust aggression in the 
case of war is incumbent on one, then by 
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the same token should not one resist un- 
just aggression in the case of contraception 
and euthanasia? 

The contraceptionists base their case 
upon the aggression of a cruel social order 
and resort to artificial weapons because of 
dire necessity, as they conceive the situation. 
The euthanasia proponents base their case 
upon the aggression of atrociously cruel 
diseases and likewise wish to resort to ar- 
tificial weapons because of the obscene suf- 
ferings of the victims. 

If one follows the moral philosophers 
and compromises on the war question, is 
one not then free to compromise on con- 
traception and euthanasia? So long as 
the former course is followed, can one in- 
sist that consistency is maintained when one 
unqualifiedly assails the latter? 


East and West 


E Reowere are alleged to be signs that an- 
other hundred years may see the minor- 
ity known as the white race become a 
subordinate division of the human family. 
Certain social soothsayers are now making 
ominous forecasts to that effect. 

At the recent British Social Hygiene 
Conference, Lord Horder, the King’s 
physician, alluded to what he called a 
strike against parenthood, and pointed out 
that population should be considered in 
terms of the whole world. The impact 
of the overcrowded East upon the under- 
pamies West “is an inevitable factor in 

uman history.” 

Another speaker stressed the increase of 
1,500,000 pet dogs in Britain now as 
against 1892. He contrasted this with Rus- 
sia’s steady increase in population of 30 
per cent per generation (alone of the white 
race). 

A British brigadier, Professor Crew, said 
that this war was not a conflict of armies 
but a battle of birth rates. 

While we of the West profess to be 
puzzled by Gandhi's ‘‘passive resistance,” 
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it is exactly this principle that we seem to 
be applying when we strike against parent- 
hood. Our reasons are presumably just as 
good as Gandhi's. We really ought to un- 
derstand Gandhi perfectly. 


The Toll of Disease and 
Fatigue in War 


greene exacts the heavier toll in war, 
disease or fatigue? We are familiar 
enough with the role of typhus, typhoid, 
influenza, relapsing fever, tuberculosis, 
meningitis and the venereal diseases. This 
experience with military and civil disease 
in wartime goes back to the ancient Greeks 
and Persians, to the medieval Crusades, to 
the Thirty Years’ War of the Swedes and 
Germans, to the French under Napoleon 
in Russia, to the English in the Crimea, 
and to ourselves in all past American wars. 

Yet we do not tend to reckon with 
fatigue as a factor in determining the out- 
come of wars nearly so much as we do 
in the matter of disease. We shall have 
to more and more, because of the very 
mechanization of armed forces. Imagine 
how great the fatigue factor must often 
be in plane, tank and certain operations on 
the sea. The men of the English and 
German air forces must furnish many an 
appalling example. Many a battle must be 
decided by the fatigue factor chiefly. Yet 
how often does it figure at all in the re- 
perts and annals of war? 

It is equally true that on the industrial 
front too little account seems to be taken 
of the workers’ exhaustion in the course 
of protracted wars. High pay for long 
hours does not settle everything. The hu- 
man machine succumbs in time to the fac- 
tory machine. A wise nation seeking viC- 
tory would take care of this physiologic 
problem realistically. 

We suspect that it is to fatigue, after 
all, that we pay the heavier toll, as at 
Corregidor. 


S 


MEDICAL TIMES, JULY, 1942 








nt- 


In- 


ar 


d, 


Lis 


om 


ro np oD DB 


'_ VN 832 = ee 





_Appendicit 1s 





CHARLES N. CARRAWAY, M._D., F.A.C.S. 
Birmingham, Alabama 


FO many years the members of my 
staff at the Norwood Hospital and 
Clinic have been particularly interested 
in the diagnosis and treatment of appen- 
dicitis. Our most comprehensive report 
was published in the September, 1941 is- 
sue of Alabama State Journal (1). Each 
time we review a series of cases we try 
to take advantage of the studies that have 
been made, getting any additional infor- 
mation which may be of value in diagnos- 
ing an acute condition of the abdomen. 
In this review I am including only 150 
recent cases of appendicitis which have 
been worked up in much detail (since 
May, 1941). In all of these cases the 
diagnoses were confirmed by operation and 
microscopic examination of tissue or by 
autopsy. We have exercised the most 
painstaking care in obtaining histories and 
making physical examinations and, with 
the aid of a special form which we have 
devised (Fig. I), have made every effort 
to be sure not to omit any information 
which we consider of value as an aid to 
diagnosis. Patients in whom the diagnosis 
of appendicitis was made, but who re- 
ej operation, and those in which the 
appendix was removed incidentally dur- 
ing the course of an operation for some 
other pathological condition, are excluded 
from this series. 


EY this article I am only going to discuss 

and emphasize the sequence of symp- 
toms which we feel is pathognomonic of 
acute appendicitis and I am not going to 
discuss the differentiation of appendicitis 
from other intra-abdominal conditions 


From the Department of Surgery, Norwood Hos- 
pital and Clinic, Birmingham, Ala. 

Read before the Northwestern Division of the 
Medica! Association of the State of Alabama, Feb- 
TWary 12, 1942, 
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which, in some instances, give one or more 
symptoms that are found in the symptom- 
atology of appendicitis, such as gastric 
ulcer, disease of the gallbladder, divertic- 
ulitis, ileitis, intestinal obstruction, etc.; 
or from such extra-abdominal conditions 
as pneumonia (in children), pyelitis, 
pleurisy, intercostal neuritis, lymphangitis, 
spider bite, renal calculus, abscess in and 
around kidney, and other renal conditions. 
We feel that if a correct history is taken 
and physical examination done, and the 
proper laboratory and x-ray studies made, 
differentiation can usually be determined 
without difficulty. The consideration of two 
general factors will allow one to divide 
the acute conditions of the abdomen into 
two general classes in at least 98 per cent 
of cases: 

First—that sudden severe pain can be 
produced only by the mechanical altera- 
tion of an organ caused by something 
either rupturing or slipping. 

Second—that abdominal pain which 
comes on gradually, although it may be 
rather severe, and increases in severity 
over a period of time is usually due to a 
progressive inflammatory condition, the 
symptoms changing as the pathology 
progresses and as other organs become in- 
volved. 

After the study of 5,166 cases of ap- 
pendicitis we have come to the conclusion, 
as did John B. Murphy thirty-five years 
ago, that a primary uncomplicated infec- 
tion of the appendix will produce a chain 
of symptoms in sequence that is not pro- 
duced be pathology of any other organ 
in the abdominal cavity (except infection 
in a diverticulum). 

The first symptom is ‘“‘cramp-like’”’ pain 
around the umbilicus or above and in some 

221 





Figure I 
ACUTE CONDITIONS OF THE ABDOMEN 


ICTING.. . 5ac50 3 Sos ss Admission Date 


og) Se 
mrmet wes patient doing when tileen dl? oo... 6c. oc ccc cee teen nscceul 
Myaet Ged patient do sight after qneet? . 5... 6. 5 oc cance ca ceseseecvecveunn 
Did patient have to be carried from the place where he was stricken? ............... 


FIRST SYMPTOM PAIN—Cramping, Stabbing, Cutting, Aching; Onset Sudden or 
Gradual; Severe or Mild; Location of Pain or TENDERNESS 
NAUSEA; VOMITING; TEMPERATURE. 





SECOND SYMPTOM PAIN—Cramping, Stabbing, Cutting, Aching; Onset Sudden or 
Gradual; Severe or Mild; Location of Pain or TENDERNESS 
NAUSEA; VOMITING; TEMPERATURE. 





THIRD SYMPTOM PAIN—Cramping, Stabbing, Cutting, Aching; Onset Sudden or 
Gradual; Severe or Mild; Location of Pain or TENDERNESS 
NAUSEA; VOMITING; TEMPERATURE. 








Did patient take a purgative? 
ANY PREVIOUS ABDOMINAL CONDITIONS (describe) 








PHYSICAL eee Pulse eee Tenderness 
EXAMINATION Rigidity Remarks 
Does patient lie quietly or stay in a fixed position or is he in continu- 
ET as is jv ct vie ce ee bho bees ee eee ee 




















(Specify by encircling under FIRST SY MP- 
TOM the first symptom only; under SEC- 
OND SYMPTOM the second symptom 
only, etc.) Surgeon 
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instances over the entire abdomen. Nau- 
sea, of nausea and vomiting, follows in 
from a few minutes to several hours. 


a third symptom is tenderness, oc- 
curring over the location of the ap- 
pendix. (The appendix, according to sta- 
tistics gathered by the American College 
of Surgeons, is found at McBurney’s point 
in 72 per cent of cases.) We have found 
varying degrees of tenderness in 100 per 
cent of our patients in different parts of 
the abdomen, except the upper lett quad- 
rant. To determine the location of an 
inflamed appendix is most essential. One 
should never ask a patient to indicate 
where he hurts the worst. This point of 
greatest tenderness can be confirmed by 
careful observation of the patient’s facial 
expression during palpation while his atten- 
tion is diverted from himself by an inter- 
esting conversation, and in children, if 

ssible, while they are asleep. In the 
emale, vaginal examination is made and 
in the male and children, rectal. By this 
method we have located the appendix in 
all parts of the abdomen, except the up- 
per left quadrant: namely, just below the 
costal margin on the right, in the kidney 
fossa, over the brim of the pelvis on the 
tight, over the promontory of the sacrum, 
beneath the sigmoid on the left, low down 
in the cul-de-sac, and in one instance on 
the left side of the abdomen at a point 
where McBurney’s point is described on the 
tight. Since it is impossible to determine 
the age of pathology of an infected ap- 
pendix, it is very important to locate the 
pathology as the incision should in all in- 
stances be made over the site of path- 
ology, or the operative procedure will in- 
variably spread the infection from _ its 
primary focus to other parts of the abdo- 
men. 

The fourth symptom is elevation of tem- 
perature, varying from a fraction of a de- 
gree above normal to 1 to 2 degrees. One 
has to be extremely careful in taking tem- 
perature or else he will be misled. On 
our service, if the nurse records the tem- 
perature, it is always checked by the ex- 
aminine physician. He sees that the 
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thermometer is properly placed beneath 
and to the side of the tongue and that 
the lips are kept tightly shut. In most 
instances elevation of temperature will be 
elicited. 

The pulse rate is usually elevated about 
10 to 15 beats above normal. There are 
some instances in which the pulse rate is 
found to be about normal, that is, around 
72. It is impossible to determine the ex- 
act increase in pulse rate unless you know 
the normal pulse rate for the particular in- 
dividual. 


| ig analyzing this series of 150 cases we 
have divided our cases into three main 
groups, according to the first symptom 
manifested. (Table I) In Group I are in- 
cluded all patients in whom the first symp- 
tom was typical “‘cramp-like” pain in the 
abdomen. There are 118 patients, or 78.7 
per cent, in this group. This is further 
divided into four sub-groups. 

The first of these, presenting the five 
cardinal symptoms in chronological order 
which are pathognomonic of appendicitis, 
includes 98 cases. 

The next sub-group considered are those 
cases who presented all the symptoms in 
chronological order, except nausea, There 
are 14 cases in this group. It has been 
shown by Gatch (2) that it is impossible 
to vomit unless there is something in the 
stomach and we feel that an empty stom- 
ach is responsible for the absence of nausea 
in these instances.. The time element be- 
tween the intake of food and the onset 
of the attack has a great deal to do with 
the amount of nausea and vomiting oc- 
curring during an attack of appendicitis. 
Patients with full stomachs invariably 
vomit immediately or shortly after cramp- 
ing begins. In some patients who at first 
state that they did not have nausea, we 
find that frequently they do not know 
what is meant, and if the question is re- 
stated, they wili say that they were a little 
nauseated, but because they did not vomit, 
they figured “it didn’t amount to much.” 

There were six patients who at the time 
of admission to the hospital did not reveal 
any elevation of temperature, and who had 
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- Attack Began with Nausea 


Total 





Table I 
SYMPTOMS IN APPENDICITIS 
I. Attack Began with Cramp in Abdomen 
a. Typical—five symptoms in chrenological order 98 
b. Typical—except no history of nausea 
c. Typical—except absence of fever on admission 6 


d. Typical—except no history of nausea and no fever at time of admission 2 


- Attack Began with Pain in Right Side of Abdomen 26 


14 


27 
(18%) 


150 cases 














not had their temperatures taken at any 
time during the attack or who said that 
their temperature was normal during the 
attack. We must take into consideration 
the fact that patients with appendicitis usu- 
ally have only a slight rise in temperature 
and there may be periods during the attack 
when the temperature is normal. We feel 
that if the temperature could be taken 
every hour from the onset of the attack 
and continued through the development 
of the five symptoms mentioned above, 
that elevation of temperature would be 
present in 100 per cent of cases at some 
phase of the attack. 

There were two patients who did not 
give any history of having had nausea 
and who had no elevation of temperature 
on admission. 


ie Group II are included those patients 
who stated that the attack began with 
nausea, that is, nausea was present before 
cramping began. There are 4 patients in 
this group who we think deserve special 
discussion. 

One of the patients was a child, 7 years 











Table II 


FIRST SYMPTOM—PAIN IN RIGHT 
SIDE OF ABDOMEN 


History of more than one attack 





History of one attack 


Pathology indicating previous 
attacks 


No indication of previous attacks . 2 




















old, who stated that nausea began about 
30 minutes before cramping of the ab- 
domen. I believe we could readily un- 
derstand that this child did not recognize 
the pain until it was severe, and that the 
child probably did have some pain before 
nausea. 

The second case was an eleven year old 
child, who stated that nausea was present 
about ten minutes before cramping. As in 
Case I, we believe that it is possible that 
the cramping came first. 

The third patient was a woman who 
was cooking breakfast when she became 
nauseated and a few minutes later she no- 
ticed cramping. I feel that she probably 
did have some abdominal distress and that 
the odor of food caused nausea. 

In the fourth instance, a woman was 
eating supper when she became nauseated. 
Then about an hour afterward she no- 
ticed cramping in the abdomen. In this 
case we feel that we might be justified in 
believing that she had some pathological 
condition in the abdomen during supper. 
This patient was found to have numerous 
bands of adhesions with fibrosis of the ap- 
pendix. Operative and pathological find- 
ings were conclusive that the patient had 
had previous attacks and it may be that 
the altered condition in anatomical struc- 
ture of the sympathetic nerves caused the 
break in sequence of symptoms. 

It is our opinion that the first three 
cases could be included under Group |, 
and the fourth under Group III, which I 
am about to describe. 
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[% Group III are included those patients 
who stated that the attack began with 
a pain in the right side of the abdomen 
or the right lower quadrant. In most 
instances the pain was described as a sharp, 
stabbing, cutting or aching pain. Of the 
25 included in this group (Table II), 17 
gave a history of having had previous 
attacks, some having had all the five symp- 
toms in chronological order during one or 
more of the preceding attacks. A careful 
study was made of the pathologist’s micro- 
scopic findings in the other 9 who did not 
give a history of having had previous at- 
tacks. Seven of the 9 had pathological 
changes which definitely indicated previous 
inflammation. There were only 2 cases of 
the 25 who did not give a history of having 
had previous attacks or who did not show 
evidence of previous attacks on micro- 
scopic examination of the appendix. Un- 
less the pathologist examined numerous 
sections of the appendix it is possible that 
he missed a section which showed fibro- 
sis and sclerosis, for it is possible that the 
whole appendix might not have been in- 
volved in the original attack. 

All patients who complained of right- 
sided pain, but who at the time of opera- 
tion or on pathological examination of the 
appendix were not found to have any 
evidence of pathology, were classified as an 
error in diagnosis. This is the type which 
we have had return still complaining 
of pain in the right side. We believe 
that this is true of other patients who come 
to us complaining of right-sided pain who 
have already had their appendices re- 
moved. 


=e is one type of appendicitis, of 
which we have had no incidence in 
this recent series, that has been described 
in the literature—acute infection of a 
retroperitoneal appendix. Unless the sur- 
geon has performed a great number of 
appendectomies, it is likely that he has 


never come across this type. I personally 
have operated upon six such cases and my 
associate, Dr. D. F. Talley, upon one. 
This type of appendicitis was first de- 
scribed by Crisler (3), of Memphis, at 
the meeting of the Southern Medical As- 
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sociation in Little Rock, 1921, and later by 
Jabez Jackson (4), at a meeting of the 
Interstate Post-Graduate Assembly in 
Kansas City. The symptoms are completely 
altered in this type of case. The attack 
starts with pain in the lumbar region of 
the back, with an uneasy distressed feeling 
over the abdomen, with or without cramp- 
ing and nausea, usually with high temper- 
ature and chill. The patient has all the 
symptoms of cellulitis and appears to be 
extremely sick. 


Summary and Conclusions 

In an effort to record all informa- 
tion pertinent to a correct diagnosis, we 
have devised a form to be filled out on all 
patients suspected of having an acute con- 
dition of the abdomen. In this review 
are included 150 recent cases of appendi- 
¢itis which were worked up in detail, the 
diagnosis being confirmed by microscopic 
examination of the appendix removed at 
operation, or by autopsy. 

We have yet to find a patient whose 
attack began with cramp-like pain in the 
abdomen followed by nausea (within a 
few minutes to two hours), who developed 
tenderness at some point in the addomen 
(in from one to twelve hours) with a 
slight rise of temperature and elevation 
of pulse, on whom the diagnosis of ap- 
pendicitis was not confirmed by a patholog- 
ical examination. The chronological order 
of symptoms in acute appendicitis is what 
makes the diagnosis. One can have all the 
aforementioned symptoms but, if they do 
not come in chronological order, you can 
put a question mark after the diagnosis of 
appendicitis. 

We always have complete laboratory 
work done on all patients and when la- 
boratory findings dovetail with the history 
and physical examination, we consider them 
of value. If they do not coincide with the 
history and physical findings, we disre- 
gard them. 

We have found it very difficult to get a 
valid history from children and illiterate 
individuals. They frequently do not know 
the meaning of the word nausea, and if 
you use the words “‘sick at the stomach,” 
which usually are used to mean nausea by 
that type of individual, some of them in- 
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terpret it as meaning pain or discomfort 
in the abdomen rather than nausea: there- 
fore, when one is trying to get a history 
of nausea, one should make it clear to the 
patient exactly what one is trying to find 
out. 


E have found in our studies that the 
more severe the onset of symptoms 
and the quicker the cycle of symptoms in 
the aforementioned order is completed, the 
more virulent is the infection and the 
quicker the destruction of the appendix. 
If the onset is mild and the time element 
between the symptoms is stretched out over 
a longer period of time the infection is 
likely to be less virulent. 
We are convinced by our careful review 
and study of 5,166 consecutive operations 


for appendicitis that the safe time for op- 
eration is at the completion of the cycle of 
the five symptoms in chronologica! order 
regardless of whether the duration of 
cycle of symptoms is two or 24 hours. 
The patient who comes in complaining 
of right-sided abdominal pain should be 
carefully studied and every effort put 
forth to make a diagnosis by using all 
scientific methods from the x-ray depatt- 
ment and clinical laboratory in order to 
eliminate any possible cause of the pain. 
After all means have been exhausted and 
no diagnosis arrived at, one is justified, 
after explaining the situation to the pa- 
tient, in doing an appendectomy through 
an incision sufficient to make an explora- 
tory examination. 
2501 16TH AVENUE, NorTH. 
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Hyporeuglobulinemia in 


LUPUS ERYTHEMATOSUS DISSEMINATUS 





ALBERT E. TAUSSIG, M.D. 
St. Louis, Mo. 


pp wrmaacnlgpatesa lupus erythematosus 
deserves greater attention on the part 
of internists not only because it is a grave 
and often fatal disease that is growing in- 
creasingly more prevalent (1) but because 
its very definite clinical picture is often ob- 
served without the characteristic skin 
lesions (2, 15, 16, 17). We are learning 
to recognize lupus as a grave generalized 
infection with a clear cut visceral syndrome 
to which may or may not be added the 


From the laboratory of the Jewish Hospital of St. 
Louis, Mo. 
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typical cutaneous manifestations. When the 
latter are present the diagnosis is usually 
easy. In their absence it will always be 
difficult to know just where to draw the 
line between other fevers of undetermined 
origin and lupus until the etiologic agent 
of the latter has been discovered. 

This being the case, any new clinical 
manifestation fairly uniformly present in 
lupus, but absent in other conditions with 
which lupus could be confused, becomes of 
considerable diagnostic importance. We 
beiteve that we have found such a mant- 
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festation in the occurrence in lupus ery- 
thematosus disseminatus of high percent- 
ages of globulin, but especially of its 
euglobulin fraction, in the blood serum. 
This change is often a late manifestation. 
Some of our cases, that were observed 
for many months, showed at first normal 
blood proteins, with later the characteris- 
tic rise in euglobulin. 


N health the blood serum contains 

about 2 per cent of globulin. Various 
minor conditions may raise the percentage 
to over three, but anything over 4 per cent 
may be called hyperglobulinemia (3). The 
concentration of euglobulin in the blood 
serum is less than 0.3 per cent. Anything 
approaching 0.5 is unusual and values over 
0.6 per cent are definitely pathologic. 

Abnormally high euglobulin percentages 
have been observed in a variety of condi- 
tions. The first in which this phenomenon 
was observed, and still the most striking of 
all, was kala-azar (4). Similar findings were 
observed in schistosomiasis, lymphogran- 
uloma inguinale (5), sarcoidosis (6), 
granuloma inguinale (7), to a less striking 
extent in florid secondary syphilis (8) 
and in generalized tuberculosis (9). The 
huge amounts of euglobulin reported as 
having been found in multiple myeloma 
ate probably not really euglobulin at all 
but a pathologic protein (10). None of 
these diseases present a clinical picture 
that would ordinarily be confused with 
lupus erythematosus. 


“er quantitative determination of the 
globulin and euglobulin percentages in 
the blood serum requires the services of a 
well equipped biochemical laboratory and 
of a specially trained technician. Relatively 
slight errors of technique may render the 
determination not only valueless but decep- 
tive. Fortunately we have at our disposal 
two methods of the utmost simplicity that 
are sufficiently reliable both qualitatively 
and quantitatively for clinical purposes. 
The first is the ordinary formol-gel test 
devise by Gaté and Papacostas (11) in 
1920 and extensively studied since then 
(12). The best method is that of Gupta 
(13): one drop of 30 per cent formalde- 
hyde is added to 1 ccm. clear serum in a 
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small test tube and mived by gentle shak- 
ing. Normal blood serum so treated remains 
unchanged on standing 24 hours. If the 
serum becomes opaque and solid within 
24 hours an increase in the percentage 
of globulin may be assumed, usually 
amounting to an inversion of the albumin- 
globulin ratio. If the increase of globulin 
is great, the reaction may occur in a few 
hours. Extreme percentages of globulin 
may cause gelation and turbidity in a few 
minutes. 

The second is a modification of Ray's 
“hemolytic test’’ which has been shown 
by Perlzweig, Delrue and Geschickter 
(14) and a little later by Ling (4) to 
be informative regarding the percentage 
of euglobulin. It is done in our labora- 
tory as follows: in each of two small test 
tubes 0.5 ccm. clear serum is placed; 
to one test tube is added 9.5 ccm., to 
the other 4.5 ccm. distilled water; each 
test tube is gently inverted once or twice 
and set aside. Normal blood serum so 
treated shows a minimal opalescence if 
any. A high degree of turbidity with 
the separation on standing over night of 
a flocculent precipitate indicates a high 
percentage of euglobulin. In general, 
the more turbid the fluid and the heavier 
the precipitate, the higher the percent- 
age of euglobulin. 

The rapidity with which the test be- 
comes positive denends, however, not only 
upon the percentage of euglobulin but also 
upon the concentration in the blood of 
the electrolytes and of serum albumin, 
which between them serve to keep the eu- 
globulin in solution. In most cases of 
hyperglobulinemia the percentage of serum 
albumin is low and the test may be read 
in a few hours. If it is high or normal 
the dilution test may precipitate euglobu- 
lin very slowly and a higher dilution 
(1:40) may be desirable, or the test should 
stand over night. However, a precipitate 
which forms only after standing more than 
24 hours has no clinical significance. 


i ging literature contains very little work 


on blood proteins in lupus. Jarcho 
(15) reports a case with total blood pro- 
teins of 5.3 per cent and Baehr, Klem- 
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perer and Schifrin (2) two with edema 
due to a. In none of these 
cases were blood partitions done.  Rei- 
fenstein (17) e¢ al. report a case that 
presented the characteristic visceral syn- 
drome of lupus without the skin manifes- 
tations. The blood serum showed a per- 
sistently high globulin, up to 6.9 per cent. 
No euglobulin determinations were made. 

We have had an opportunity of doing 
blood protein studies in only a few cases 
of classical erythematosus disseminatus. 
They may be briefly summarized as fol- 
lows: 


1. S.R., female, aged 56 years, entered the 
Jewish Hospital December 1, 1935. She showed 
typical widespread lupus erythematosus disseminatus 
lesions of the face with marked atrophy and scal- 
ing. Irregular fever, cardiac decompensation, positive 
= test. Death one week after admission. No 
autopsy. 


Total serum protein 
Serum albumin 
Serum globulins 
Euglobulin 


2. E.F., female, 8 years, entered the Jewish Hos- 
pital December 20, 1937. Typical facial eruption of 
lupus erythematosus disseminatus with scattered 
patches over the body; intermittent high fever for 
7 months; cervical adenopathy; the usual lung find- 
ings, splenomegaly, leukopenia and anemia. Toward 
the end typical attacks of Jack i il 
Exitus February 20, 1938. No autopsy. 


12/22/37 2/8/38 
15% 6.64% 
3.19% 2.84% 
3.96% 3.60% 
1.61% 1.18% 


3. S.S., female, aged 44 years, was first seen in 
April, 1937. History of infectious arthritis with 
persistent fever for some months. While under ob- 
servation recurrent pneumonitis was observed with 
exudative pleurisy, d y i . marked leu- 
kopenia and later the typical butterfly eruption 
with cervical and auxillary adenopathy. During the 
last months a systolic cardiac murmur with electro« 
cardiographic changes. Death in coma April 13, 
1938. No autopsy. 





id ypere 


Total serum protein 
Serum albumin 
Serum globulins . 
Euglobulin 





6/7/37 6/29/37 11/5/37 4/13/38 


7.08% 17.28% 6.51% 
3.48% 2.78% 2.69% 


Total serum 

protein 

Serum albumin. 2.8% 

Serum globulins 3.8% 3.60% 5.50% 3.82% 

Euglobulin .... race 0.98% 1.47% 0.85% 
eer erythematosus disseminatus is a 

disease which in addition to the charac- 
teristic skin lesion presents a very typical 
visceral syndrome. The latter consists of 
recurrent attacks of joint pain, a long con- 
tinued irregular fever, repeated attacks of 
pneumonitis, involvement of one or more 


10/9/36 


Total serum protein 6.25% 
° 3.04% 
3.21% 


11/27/36 
7.26% 
3.87% 
3.39% 
0.38 % 


of the serous membranes (pleurisy, peti- 
carditis), adenopathy, a progressive anemia 
with leukopenia and occasionally a throm. 
bocytopenia, nephritis and, terminally, cen- 
tral nervous system manifestations. 

In the last few years we have observed 
at the Jewish Hospital of St. Louis an in- 
creasing number of cases similar to those 
reported by Baehr, Klemperer and Schifrin 
(2) and others (15, 16, 17). They show 
many of the characteristic visceral mani- 
festations of lupus but without the typical 
facial eruption. Uniformly they showed 
the arthropathy, the long continued fever, 
the adenopathy and the leukopenia, with 
one or more of the other visceral manifes- 
tations mentioned above. 

To save repetition it may be stated in 
advance that in all of these cases every 
attempt was made to explain the long con- 
tinued fever by means of roentgenologic 
and laboratory studies, skin tests, etc., but 
in vain. We are strongly inclined to 
consider them cases of lupus erythema- 
tosus disseminatus without the facial 


eruption. 


1. N.B., female, age 19, was first seen on July 
10, 1934 and died on June 23, 1935. She showed an 
irregular fever, often reaching 104°, for 16 months, 
repeated attacks of arthropathy with negative x- 
ray findings, cervical and axillary adenopathy, 
pleurisy, repeated attacks of pneumonitis, _peri- 
carditis, myocardial chang dary anemia an 
leukopenia. There were repeated attacks of an 
exudative eruption suggesting erythema multiforme 
on the face, back and chest but no typical lupus. 
Terminally there were central nervous system mani- 
festations (convulsions, aphasia) and she died in 
coma. At autopsy there were changes, especially in 
the lungs and brain, suggesting a virus infection 
but no evidence of tuberculosis, rheumatic fever, 
periarteritis nodosa or other known disorder. 





Total serum protein 
Serum albumin 
Serum globulin 
Euglobulin 
Fibrinogen 


2. L.B., female, 32 years old, consulted her physi- 
cian in September, 1936, for a low fever, a maculo- 
papular eruption on the face and_ arthralgia. The 
latter was so severe that killed typhoid bacilli were 
given intravenously. Following the eighth injection, 
the fever, which had previously always returned to 
normal after the initial reaction, remained con- 
tinuously high and ranged from 102° to 105°, with 
occasional remissions until her death four months 
later. In the course of these months she show 
persistent arthralgia, abdominal pain, recurrent 
pneumonitis, pericarditis, nephritis, secondary ane- 
mia with leukopenia and terminally cerebral mani- 
festations. 


2/25/37 


5.99% 
2.35% 


12/11/36 1/18/37 
6.55% 
2.98% 
3.57% 3.64% 
0.9 % 0.63% 
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3. V.L., female, aged 29, first entered the Jewish 
Hospital November 6, 1938, with a diagnosis of 
epistaxis and Still’s Disease: recurrent arthritis, 
parotid swelling, fever, erythematous patches over 
buttocks and legs, anemia and leukopenia. Re- 
entered in June, 1939. The fever had persisted with 
repeated bouts of arthropathy, several attacks of 
pneumonitis—once with pleurisy, attacks of ab- 
dominal pain, adenopathy, splenomegaly, anemia, 
leukopenia and sepeated attacks of erythema multi- 
forme but no butterfly rash. She left town in July, 
1939 and the ultimate outcome of the case is un- 
known. 


11/16/37 
6.40 


6/7/39 
7.85% 
4.04% 


3.81% 
0.99% 


Total serum protein 
Serum albumin 
Serum globulins 
Euglobulin 


4. M.S., female, aged 63 years, entered Barnes 
Hospital December 24, 1937. For some months fever 
and increasingly severe joint pain. On admission 
lesions were seen on the face, neck and forearms: 
irregularly circular or oval erythematous patches 
with a suggestion of purpura about them and ap- 
parent atrophy. There was cervical adenopathy and 
later a dry pleurisy. No marked anemia but relative 
leukopenia (6,500 with a temperature of 102°). 
Death soon after leaving the hospital three weeks 
after admission. No autopsy. 


Total serum protein 
Serum albumin .. 
Serum globulins . 
Euglobulin 


5. M.G., male, aged 54 years, entered Barnes 
Hospital on May 31, 1938. Spiking fever of un- 
determined origin for five months; repeated attacks 
of mild pneumonitis at least once with pleurisy; 
cardiac enlargement with systolic blow over the base 
but no passive congestion. Lymphadenopathy; 
nephritis; moderate anemia and leukopenia with 
positive Kahn test; repeatedly negative blood cul- 
tures. Death in coma eleven weeks after admission. 
At autopsy, a large mural endocardial vegetation of 
the Libman-Sacks type was found with infarcts in 
the spleen; no Aschoff bodies. 


Total serum protein.... 7.8% 
Serum albumin 2.6% 
Serum globulins 5.2% 
Euglobulin strongly positive dilution test. 


6. In contrast to the preceding, the following case 
is of interest. L.G., female, aged 36, was admitted 
te the Jewish Hospital in June, 1938 with eryth- 
ematous patches on face and on the lateral aspects 
of both arms. A diagnosis of lupus erythematosus 
was made by the dermatologist in charge. There 
was no fever, no arthropathy, no visceral lesion 
and the blood proteins were as follows: 


Total serum protein 
Serum albumin 
Serum globulins 
Euglobulin 


She was readmitted in November with exophthal- 
mic goiter for which a subtotal thyroidectomy was 
done. At that time there was nothing to suggest 
lupus. She made an uneventful recovery and has 
remained quite well. Doubtless the original diagnosis 
was erroneous, 


Discussion 


HE importance of a high percentage 
kof blood serum euglobulin in the 
diagnosis of lupus erythematosus exan- 
thematicus should not be overestimated. It 
occurs ‘n a number of febrile diseases, all 
of them except tuberculosis being non- 
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bacterial in origin. Even tuberculosis may 
not be an exception since some characteris- 
tics of the tubercle bacillus such as the 
tendency to branch have led some bacteri- 
ologists to suggest that this microérganism 
should be grouped with the moulds rather 
than with the bacteria, We have found 
the test useful in deciding whether to 
consider cases of long continued fever with 
arthropathy, leukopenia and other signifi- 
cant manifestations as belonging to the 
hupus group and therefore involving a bad 
prognosis or whether to consider them as 
simple cases of infectious arthritis with a 
relatively favorable outlook. 

In two of our cases showing the visceral 
lupus syndrome without the facial erup- 
tion an interesting observation was made. 
Cases 2 and 4 were at first thought to be 
merely somewhat intractable cases of in- 
fectious arthritis. The patients received in- 
travenous injections of typhoid vaccine for 
relief of the joint pain. The first injec- 
tions were followed by a high fever suc- 
ceeded by defervescence and symptomatic 
improvement. After a subsequent injec- 
tion, however, a high spiking fever per- 
sisted month after month with the ap- 
pearance of other manifestations suggestive 
of lupus and progressive collapse of the 
patient. This is quite in line with a simi- 
lar severe and fatal exacerbation of -the 
disease seen in disseminated lupus eryth- 
ematosus following the diagnostic injection 
of tuberculin. It should lead us to hesi- 
tate to use this form of treatment in cases 
of infectious arthritis in which any of the 
other manifestations suggestive of lupus 
are present. 


Summary 


1. Three cases of lupus erythematosus 
disseminatus are reported, all of them 
showing a great increase in the percentage 
of serum euglobulin. 

2. Six cases are reported that show in 
varying degrees of completeness the vis- 
ceral syndrome characteristic of lupus 
erythematosus disseminatus. In all of them 
our inability to account for the long con- 
tinued fever in any other manner has led 
us to include them in the lupus group. 
As regards the last case, there is every 





reason to believe that the Libman-Sacks — euglobulin percentages were found quite 
endocarditis is a manifestation of lupus comparable with those observed in lupus. progt 
erythematosus, In all of these cases 4500 OLIVE STREET. shiek 
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prognosis of a once hopeless disease in 
which the average duration of life was 
five years has been changed to the optimis- 
tic side with a large number of improve- 
ments and recoveries. 

Tryparsamide (sodium salts of N- 
phenylglycineamide-para-arsonic acid) is a 
pentavalent arsenical compound, unlike 
most of the other arsenicals used in the 
treatment of syphilis, and is much weaker 
in its arsenical content. To obtain the 
maximum benefits from the drug, it 
should be given over a long period of 
time. The exact duration of treatment ; 
a matter of dispute but it is the writer's 
feeling that at least one hundred or vrefer- 
ably more weekly injections should be 
given. Many feel that it should be given 
indefinitely, although the maximum clini- 
cal results are usually evident in the first 
two to four months. However, serologi- 
cal reversal may not take place for a matter 
of three to five years. Indeed serological 
changes may and often do continue long 
after the drug has been discontinued. In 
spite of the lack of serological improvement 
the clinical (physical and mental) state 
of improvement declines or rises with the 
interruption or continuation of the treat- 
ment in a great many cases. 

The lack of agreement as to the length 
of treatment necessary with this drug is 
still as much in dispute as it was ten or 
twenty years ago. Its inability to make a 
spectacular imnression is one of its draw- 
backs to popularization. It must be re- 
membered that in spite of its weak arsen- 
ical content its great therapeutic effective- 
ness lies in its ability to penetrate into the 
central nervous system. It is relatively use- 
less in the treatment of syphilis of other 
portions of the body. However, no other 
drug of corresponding syphilo-therapeutic 
effectiveness has a smaller margin of dis- 
comfort awaiting its user than tryparsamide. 
The immediate complications are mild, 
such as slight dizziness, a rare nitritoid 
reaction (probably due to the rate of in- 
jection), occasional jaundice, dermatitis, 
fausea and infrequent albuminuria. There 
's only slight if any local tissue necrosis 
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on extravasation from the vein. Indeed 
it may be given intramuscularly instead 
of intravenously but this is not advised. A 
very fare complication may be loss of 
weight, irritability and confusion but it is 
not quite certain whether this is due to 
the drug or to focal encroachment of neuro- 
syphilis. 


|= most dreaded complications, how- 
ever, are those taking place in the eyes. 
Tryparsamide, atoxyl and arsacetin act sim- 
ilarly in this respect. A dispute which has 
raged without decision for many years still 
<ontinues unabated as to whether the op- 
tic changes are primarily a toxic action 
of the tryparsamide or primarily the result 
of an advancing syphilitic involvement of 
the optic nerves. Because of this con- 
troversy there are two schools of thought. 
One will immediately discontinue the use 
of the drug when eye complications result 
while the other insists that the proper 
mode of treatment is to push the drug 
in greater doses, claiming that the com- 
plications are the result of lack of suf- 
ficient treatment. The writer belongs to 
the first school. He has seen many cases 
of amblyopia clear up completely when 
treatment was promptly discontinued on the 
first subjective complaint of eye symptoms. 
There is, however, the occasional case that 
goes on to complete blindness even when 
treatment is discontinued, indicating that 
in the exceptional case the second school 
of thought may be correct. 

The subjective changes as a rule occur 
first and in this stage no changes are usu- 
ally seen in the eyegrounds. Indeed much 
more information can be obtained by chart- 
ing the visual fields, which show changes 
long before they are evident in the optic 
nerves. The subjective complaints are vari- 
able and may include dimness of vision, 
ground glass effect, dazzling effect like 
sunlight on snow, or an appearance like 
clouds or waves. The objective changes 
include a constriction of the fields of vision, 
usually bilateral but occasionally unilateral, 
and reduced visual acuity with partial or 
complete recovery or total amblyopia lead- 
ing on finally to complete optic atrophy. 
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The latter picture may be delayed for sev- 
eral months after the initial subjective com- 
plaints. 


7 HE optic complications vary with dif- 
ferent therapists and depend in part 
on their experience and skill. Various au- 
thors list resulting eye disorders from 0- 
25 per cent with an average of 9.2 per 
cent. In the literature subjective symptoms 
vary from 0-35 per cent, objective 0-20 
per cent, but in skilled hands this is 
much smaller with an irreducible minimum 
of 1-2 per cent. The emphasis should al- 
ways be laid on the subjective symptoms 
as an end to treatment. Both subjective 
and objective changes may be found in 
6-24 hours after the last injection. In two- 
thirds of the cases opthalmoscopic exam- 
ination at this stage shows little or nothing. 
In one-third of the cases objective changes 
are found in the visual fields. This is 


usually a concentric contraction of the form 
of the fields, especially the upper and lower 
nasal fields, the temporal fields being in- 
volved last or not at all. The color fields 
may remain unchanged. 


In severe cases 
visual failure and field contraction may 
slowly or rapidly increase to a maximum 
in three weeks or less. However, if the 
condition is recognized promptly and treat- 
ment discontinued, the changes will fre- 
quently stop short of blindness. In cases 
with preéxisting damage to the optic nerve 
vision may be suddenly and completely 
lost for a few days with slow partial re- 
covery. The changes in the optic discs may 
be delayed for many months and finally 
show the picture of optic atrophy. Moore 
states that it is difficult to differentiate 
atrophy due to syphilis and that due to 
tryparsamide, unless the visual fields, 
acuity, and the fundi were known to be 
normal before treatment. The subjective 
complaint of blurred vision with accom- 
panying contraction of visual fields occurs 
suddenly and in direct relation to the treat- 
ment with tryparsamide. The progress of 
tryparsamide atrophy is much slower than 
that due to syphilis. In atrophy due to the 
drug central vision returns promptly to the 
original level in a few weeks and may re- 
main normal in spite of the slow progres- 
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sion of the visual fields, while in syphilitic 
atrophy loss of visual acuity and constric- 
tion of fields usually parallel each other, 


oo and Alvis believe high dosages 
and long series tend to favor eye com- 
plications. Stokes, however, presents an 
entirely opposite view. He claims that the 
optic disorders are in the nature of a toxic 
individual phenomenon which is self-limit- 
ed to the first ten injections. Thereafter he 
maintains a series may be continued indef- 
nitely without fear of eye complications if 
none were evident in the first ten injec- 
tions. He recommends at least 70-100 in- 
jections either in broken or continued 
courses. Moore is in general agreement 
with this attitude, claiming that eye reac- 
tions occur almost always before the fifth 
dose and, if more than twelve injections 
are tolerated without reaction, their subse- 
quent appearance need not be feared. He 
finds no direct relationship to the dosage 
if not more than three grammes are used. 

The statement that optic changes are 
confined to the initial doses, however, must 
be viewed with a good deal of caution 
and reserve. It builds up an entirely false 
sense of security. In the author's expeti- 
ence with a large number of cases of gen- 
eral paresis there has been little substantia- 
tion for the claim that eye complications 
occur early in treatment. This may in part 
be due to the fact that the author sees few 
cases of asymptomatic neurosyphilis. The 
majority are cases where there have been 
sufficient organic brain changes to precipi- 
tate a psychosis with or without physical 
signs found on neurological examination. 
The majority have the typical colloidal gold 
curves of general paresis. In some cases 
optic changes have occurred after one or 
two hundred doses. 


HE author chose at random the first 

ten cases of optic disorder in his series 
occurring following the injection of trypat- 
samide. Of these two are completely blind 
and eight have diminished visual acuity. In 
all treatment was discontinued as soon as 
the first subjective complaint was made of 
eye complications. ‘In this group the low- 
est number of injections was 22 and the 
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largest 209. This at once indicates the 
fallacy of placing reliance in the treatment 
of individual cases on the prevalent belief 
that optic complications occur only in the 
early stages of treatment. It may, of course, 
be argued that the author’s cases were all 
psychotic and therefore in many instances 
were unable to give early complaints of 
subjective visual disorders. With a tew 
exceptions examination of the clinical state 
of the patients at the time shows this not 
to be a valid argument, as in the major- 
ity of cases the patients were able to and 
did complain of visual disturbances fol- 
lowing the last injection or of subjective 
disorders which were different to those ex- 
perienced in previous injections. In addi- 
tion, this complication occurred in patients 
who had had years of continuous or inter- 
tupted treatment with this drug. Why the 
complication should suddenly result in in- 
dividuals who had tolerated the drug well 
for a great many injections the author is 
unable to speculate upon. It must be em- 
phasized again and again that because no 
such sequelae have occurred early in treat- 
ment, a feeling of security against such 
complications should not be built up. The 
skilful and experienced therapist in the 
treatment of neurosyphilis must be con- 
stantly on guard and frequently question as 
well as warn his patients to report the 
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slightest subjective visual symptoms occur- 
ring after any injection. This should be 
the signal for the termination of treatment 
with tryparsamide. Reliance should then 
be placed on less efficient drugs in the 
treatment of neurosyphilis, or better still on 
fever therapy either with malaria or me- 
chanically induced hyperpyrexia, to which 
eye complications offer no barrier to con- 
tinued treatment. 


Summary 


1) Tryparsamide is a valuable drug in the 
treatment of neurosyphilis. 

2) The belief that complications in the 
optic apparatus occur only early in the 
treatment with tryparsamide leads to 
a false sense of security and may be 
frequently fallacious. 

Optic complications can occur any time 
during tryparsamide therapy. 
Subjective complaints of visual disorder 
occur much before objective changes are 
evident. Treatment should be discon- 
tinued at the first subjective complaints 
of visual difficulty. 

Of the objective changes the most im- 
portant and first to appear are constric- 
tions in the visual fields. Reliance on 
ophthalmoscopic findings alone may 
lead to serious sequelae. 

1850 SOUTH AVENUE. 





HENRY BRILL, M.D. 
West Brentwood, N. Y. 


Tz convulsive therapy of mental dis- 

orders dates from 1937.1 In that year 
Ludwig von Meduna published a descrip- 
tion of a technique and described good re- 
sults in a series of schizophrenic cases of 
short duration. He had been led to try this 
method by the observation that spontaneous 
convulsions, which are not unusual in de- 
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mentia praecox, are often followed by an 
amelioration in the mental symptoms. Me- 
duna_ was undoubtedly influenced by the 
work of Sakel with insulin,? which showed 
that a physical procedure could have a 
beneficial effect in a substantial number of 
mental cases. Meduna worked on schizo- 
phrenics as did Sakel and first used cam- 
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phor as his convulsive agent. He later dis- 
covered that a synthetic water-soluble sub- 
stance called cardiazol was very much pref- 
erable for technical reasons. This drug 
subsequently came to be known as metra- 
zol. He advised the use of a ten per cent 
solution intravenously. The initial dose is 
usually given as 5 cc, Treatments are given 
on alternating days and as time goes on one 
usually finds that the convulsive threshold 
rises and larger doses are needed for the 
later convulsions. If an injection fails to 
pemeee a convulsion, the dose is increased 
y one cc. and the injection repeated with- 
in a few minutes. There is no cumulative 
action and the drug disappears very rapidly 
from the circulation. Its action is so 
evanescent that unless the injection is car- 
ried out with great rapidity, no convulsion 
can be produced, even with large doses. 
Subsequent work has materially added to 
the information originally presented by 
Meduna. He originally proposed convul- 
sive therapy for the treatment of dementia 
praecox but later work has proved very 
definitely that it produces its most brilliant 
results in cases of involutional depression 
and is almost as effective in cutting short 
other types of depression. While it is not 
as effective as insulin in cases of schizo- 
phrenia, it nevertheless has been found to 
increase the curative powers of insulin 
when used in combination with this drug. 
This therapy of the depressive disorders 
and the combined therapy of schizophrenia 
are probably the best known applications of 
metrazol therapy at the present time. How- 
ever, one should emphasize that further 
work is still being done and other resources 
may eventually be developed in this field. 


Pein depo phase of metrazol therapy 
which has been materially advanced 
during the past few years has been the rec- 
ognition and management of complications, 
chiefly fractures and dislocations. During 
the early period of metrazol therapy many 
fractures of the long bones and many dislo- 
cations were recorded and it was soon dis- 
covered that careful immobilization of the 
patient with arms and legs in adduction 
was an essential part of the technique. This 
is now universally practiced and one no 
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longer hears of the distressing results men- 
tioned above. In this clinic there have 
never been any long-bone injuries. 

After the treatment had been in use for 
some time, it was discovered here and 
abroad* that fractures of the dorsal ver- 
tebral bodies had been occurring in a sub- 
stantial number of all the cases treated. 
For a time convulsive therapy was in seri- 
ous danger of being entirely abandoned al- 
though no serious clinical results followed 
these fractures, which appeared to be dif- 
ferent in nature from vertebral fractures of 
other etiology. It was soon found, how- 
ever, that a posture of hyperextension of 
the dorsal vertebrae during the convulsive 
seizure effectively prevented these fractures 
and this has been substantiated in many 
quarters. Thus one may say that when the 
patient is in the proper posture at the time 
of the convulsive seizure, the danger of 
bony injury is absent or minimal. No dis- 
abling bony injury has ever occurred in this 
clinic and, since the hyperextension tech- 
nique has been used, there have been no 
complaints referable to the back. Patients 
treated before this technique was used did 
show x-ray changes but, although several 
years have gone by, no other visible effect 
has ever been evidenced. 


_ en. problem in metrazol ther- 
apy is the anxiety mentioned and 
stressed by the originator of the technique. 
The induction of metrazol convulsions is 
similar in a way to the induction of a gen- 
eral anesthesia and therefore the attitude 


_ of the patient, as well as that of the phy- 


sician, is important. Even more important 
is the production of a complete reaction. 
Injection which is not followed by a con- 
vulsion must be repeated within a few min- 
utes in order to produce an amnesia and 
avoid anxiety. A sedative given just before 
the convulsion has been found to alleviate 
the post-convulsive depression which oc- 
curs in many cases. One must stress the 
fact that the average patient is quite able to 
go about his affairs within an hour after 
the treatment and it is quite unusual for 
discomfort to last more than a few hours. 

One often hears the argument that con- 
vulsive therapy acts by frightening or 1n- 
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PROGNOSTIC INDICATIONS FOR SHOCK THERAPY—ESPECIALLY METRAZOL 4 











(The only influence- 


| 
| able factor) 


= - _ 
BAD 

DURATION 1-6 months Over two years. Ex- 
cept Involutional De- 


pressions, 





Difficult to evaluate 
Social Difficult to evaluate 


Sexual 
Psychiatric 


PREVIOUS 
| HISTORY 
Familial tendency not unfavorable 
rece Good work record 


Previous attacks with recovery. 


History of long eco- 
nomic dependence. 


No evidence of heal- 
ing tendency. 











| 
DIAGNOSIS Involutional Depressions 
| Other depressions 
| Manic states 
Schizophrenics partially improved 
| under previous insulin therapy. 
Previously untreated schizophrenic 
states (acute) Psychoneurotic re- 
actions 
| Involutional Paranoids 
ronic 
Schizophrenia. 
| CLINICAL Presence of emotional tension. Flexibilitas Cerea. 
| PICTURE Hyperkinetic syndromes. Contentless, empty, 
psychoses on behavior 
level. 
| AGE 25-45 Extreme youth and 


advanced age. 





POST-TREATMENT 
PROSPECTS 





Obvious traumatic factors removed. 


Persistence of pre- 
cipitating traumatic 
factors. 




















timidating the patient. Nothing could be 
further from the facts. In those situations 
where anxiety is at its worst, where con- 
sciousness is clouded but no convulsion 
produced, the therapeutic effect of the treat- 
ment is poorest, and where the treatment 
has had its best effect, anxiety is frequently 
completely absent and patients who have 
benefited quite often ask for further treat- 
ment if they feel that some symptoms still 
remain. When given to patients who are 
already under the influence of insulin, there 
is no memory of any treatment and yet the 
therapeutic effect is very excellent. It is 
our custom to suspend treatment when a 
severe and unreasonable anxiety persists 
after the second or third injection. 

Results after metrazol therapy tend to be 
quite rapid and the good cases can be rec- 
ognized within four to six treatments, but 
it is considered advisable to continue until 
a course of ten to fifteen have been given. 
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HE individual seizure follows a rather 

fixed pattern. Within a few seconds 
after the completion of the injection, the 
drug reaches the lungs, provoking a cough. 
Following this there is a latent period as 
the drug is carried to the brain. Sudden 
loss of consciousness follows. There is 
often an epileptic cry, and invariably the 
jaw opens with a wide yawning movement. 
A soft cotton gag is inserted between the 
teeth and after a moment the jaw is closed 
in strong trismus. A powerful tonic spasm 
of extensor type then follows. The patient's 
body is immobilized in the manner de- 
scribed above and within five to ten sec- 
onds a fine vibration of the bodily muscu- 
lature develops. This vibration rapidly be- 
comes more coarse and, as the seizure 
draws toward its close, the movements be- 
come discontinuous with short periods of 
musculature relaxation between. At the 
same time, a gathering cyanosis of the face 
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becomes very prominent. The total dura- 
tion of a convulsion is about forty seconds 
and, as it comes to an end, a loud stridulous 
respiration immediately begins. Conscious- 
ness is absent for another ten to fifteen 
minutes and there is some clouding for the 
next half to three-quarters of an hour. Dur- 
ing the afternoon of the treatment day the 
patient makes an entirely normal impres- 
sion and usually has no residua of his treat- 
ment. No statistical analysis of results will 
be presented in this paper but it is gener- 
ally accepted at the present time that the 
statistics of metrazol are not very different 
from those of electric shock and the indica- 
tions are somewhat similar. A study of 
results of metrazol or any other type of 
shock therapy reveals the fact that treat- 
ment results tend to run very parallel with 
the spontaneous results of untreated cases. 
This is to say that the best results for shock 
therapy occur in the same type of cases 
which offer the best spontaneous results, 
but while the two series run parallel, there 
is no reasonable doubt that the treated cases 
everywhere show a higher rate of recovery 
than the untreated cases. These facts have 
led to much discussion and controversy 
from time to time because of the vagueness 





of the boundaries among psychiatric entities 
and the difficulty of securing accurate infor- 
mation on such matters as duration of the 
illness before hospitalization. 


COMPARISON of the three mocern 

shock — is perhaps analogous 
to a comparison of the use of mercury, ai- 
senic and bismuth in the treatment ofsyp'. 
lis. It will take many years and matiy sia- 
tistical studies to determine accurately the 
exact indications for each method and the 
exact combinations wh:ch are of most use 
in a given type of case For the moment, 
it seems that just as rev>.sal of the Wessci- 
mann may follow the u:e of one or another 
or any combination of +: <iluetic agents. > 
mental improvement may sequire simua 
manipulation of all a.ali'le tech ique 
It is to be hoped that the “iree mentivne 
will all find their s indications ar 
that others as yet unknuwn will also vo: . 
into a field hitherto <haracterized by its 
poverty of therapeui. approach. A sug- 
gested chart for est ating prognosis ‘s 
presented. 





Read before the 13° regular meeting of 
Associated Physicians of ucng Island, at the Pi! .« 
oe A ame West Brentwood, N. Y., Septe: ber 
25, 1941. 
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WITH ELECTRIC CURRENT 
AS THE EXCITING AGENT 








LOTHAR B. KALINOWSKY, M.D. 
West Brentwood, N. Y. 


HARMACOLOGICAL convulsive 
treatment has definite therapeutic value 
but it has certain disadvantages. It is true 
that complications can be avoided by a 
proper technique; however, there are still 
certain disadvantages. One is the difficulty 
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of intravenous injection in disturbed pa- 
tie .s. Another one is the occasional 
anxiety between injection and fit. This 
reaction has certainly been exaggerated but 
it is frequent and a great set-back, especial- 
ly in non-committed cases. 
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The induction of convulsions by electric 
shocks appears to solve some of the dif- 
ficulties. I might state here, at the be- 
ginning, that electric convulsion therapy 
is not a new type of treatment with new 
principles. It can only claim to be a 
technical improvement over pharmacologi- 
cal convulsive therapy. 


4 many years studied problems in epi- 
lepsy by provoking epileptic fits in ani- 
mals, especially dogs. He passed the 
ordinary lighting current through the ani- 
mals. When .convulsion therapy with 
metrazol w:, intr iuced, he suggested us- 
ing the electric cufrent for the same pur- 
pese. Bini, of Cer‘etti’s clinic, constructed 

apparatus whi. h’ allowed a certain num- 
et of volts tc pi’: for a fixed period of 
me After nutnerous experiments on 
umals Cerleii ~4 Bini began to apply 

‘e method t ian, in 1938. Since 
tuen several thousand patients have been 
treated, as I knov, from personal reports, 
in this and other “5untries, without any 

al accident. A er a thorough study 

the literature ¢ cerning electric ac- 

ents it can be sa. that Sy this method 
ac;idents from the current can be excluded. 
Orvanic damage due to electric current is 
very rare in the braia and is obtained only 
with much higher voltages. Other acci- 
dents, which can happen even with com- 
paratively low voltages, are only to be ex- 
pected if the current passes through the 
heart. 


hie technique of electric shock therapy 
with Bini’s apparatus takes care that 
the current passes through the head only. 
The electrodes, each about # inches square, 
are covered with a cloth soaked 1n-conduct- 
ing fluid (about a 2% percent solution 
of saline) and applie? tothe patient's 
temples. It is not nece sary to shave the 
head but the area of contact is moistened 
with the conducting paste used in electro- 
cardiology. 

The first attempt is generally made with 
a voltage of 60-70 volts; hence uson- 
sciousness, not a generalized seizure, is 
often produced. We call this response 
“petit mal” in accordance with the same 
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neers, of Rome (Italy), had for’ 


response in epilepsy. It is usually assoctat- 
ed with rigid pupils, sometimes a Babinski. 
We hoped for some time that this response 
would be sufficient to bring about thera- 
peutic results and that in this way the 
crude convulsion might be avoided. It 
may be said here that this hope was not 
fulfilled. I reported at the annual meet- 
ing of the American Psychiatric Asso- 
ciation on a series of 30 patients treated 
exclusively with petit mals, without satis- 
factory effect. For reasons unknown to us, 
the strong response of a convulsion, with 
its severe vasomotor and other changes in 
the brain, is necessary to bring about thera- 
peutic results. 

After a petit mal, when the patient has 
regained consciousness, the current is ap- 
plied again after five minutes. The re- 
sistance must be measured again; at the 
second attempt it is constantly lower. The 
convulsion threshold varies considerably 
from person to person. With our technique 
we generally need currents of 70-110 volts 
and 300-600 milliamperes to produce the 
fits. The time is 1/10 or 15/100 second. 
The shocks are generally provoked three 
times a week as in metrazol therapy. 


hn result, if any, can be seen in amaz- 
ing uniformity after 4 or 5 treatments. 
To stop treatment at this moment proved 
to be a mistake because relapses are prone 
to occur after some time. Usually a course 
of 8-10 treatments is given in manic- 
depressives and involutional depressions. 
This is in accordance with the experience 
of most workers in pharmacological as well 
as in electric shock treatment. In de- 
mentia praecox opinions vary. Our own 
policy has been so far to go up to 20 
treatments in each case even if the full 
remission is observed after the usual num- 
ber of 4 to 5 treatments, Since this ques- 
tion is not settled we are just starting two 
parallel series: one of 10 and one of 20 
treatments in each case. A closer sequence 
of electric shocks has been tried to see if 
this makes the convulsion therapy more ef- 
fective. There is no cumulative effect as 
of an injected drug, and Sogliani pro- 
duced 4 or 5 fits in one treatment within 
10-20 minutes without any harm to the 
patient, who is unaware of the several 
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applications owing to a retrograde amnesia. 
Apparently results are not better with such 
drastic procedures; and it seems unwise in 
consideration of severer electroencephalo- 
graphic findings in such cases to produce 
more damage than necessary. The last 
word in this question is not yet spoken. 
In view of the new experiences with frontal 
lobotomy, i.e., destruction of brain tissue 
by surgery, it becomes more probable that 
brain changes are the effective agent in our 
shock treatments. Before more experience 
is gathered, however, caution is desirable, 
and we are glad to say that so far no 
serious accidents have been encountered 
with electric shock therapy. 


T HE convulsion corresponds on the 
whole to the attack provoked with 
metrazol. The essential difference lies in 
the latent period. On the closure of the 
circuit the patient loses consciousness and 
is almost immediately, or after seconds, 
seized with generalized tonic contraction. 
In rarer cases the muscular contractions set 
in half a minute after the loss of con- 
sciousness. Even in these cases the pa- 
tient is unaware of any latent period. After 
the attack the patient awakes slowly and 
regains consciousness after a few minutes. 
He is able to speak although somewhat 
drowsy. After 8-10 minutes he seems com- 
pletely normal and, with few exceptions, 
does not show any psychomotor agitation. 
When put to bed he sleeps quietly for 
a few hours, awakening completely re- 
stored. We generally do not insist on 
putting him to bed. The patients are all 
right for the rest of the day. I, recently, 
allowed several of them to take part in a 
baseball game in the afternoon of a treat 
ment day, and I understand that they did 
very well. 


RACTURES and dislocations did not 

occur. The much discussed question of 
vertebral fractures was the subject of a 
special study of Dr. Worthing and my- 
self. Here it is sufficient to mention that 
in our material, x-rayed before and after 
treatments, no evidence of any vertebral 
lesion has been found. This was achieved 
by maintaining the patient in extreme 
hyperextension during the treatment. A 
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frequent complaint is an impairment of 
memory for a couple of days or weeks 
after a longer course of treatments. 


The only real danger seems to lie in 
occasional respiratory difficulty after the 
convulsion. In a few instances we have 
seen need for artificial respiration. We 
must not forget that all shock treatments 
are drastic methods and should not be ap- 
plied indiscriminately. In severe mental 
disorders social death is the outcome in 
such a high percentage that we are justi- 
fied in taking a risk. 

This has to be kept in mind when we 
discuss the contraindications. Certain brain 
diseases like tumor, and coronary disease 
with danger of occlusion, are absolute 
contraindications. Arteriosclerosis is only 
a relative contraindication; it is a general 
experience that older epileptics practically 
never become apoplectic during a fit. There 
is the group of so-called agitated depres- 
sions in whom arteriosclerosis, hyperten- 
sion and myocardial damage are frequent. 
In the patients who respond perfectly to 
electric shock treatment, the continuous psy- 
chomotor agitation is a much greater dan- 
ger for the myocardial patient than the 
acute, short effect of the convulsion. Here 
we are justified in taking the risk, and 
several favorable reports of such cases are 
available. Another contraindication was 
seen in inanition. Here I might mention 
a case still under treatment. This is the 
most emaciated patient I have ever seen: 
A very tall woman in severe catatonic stu- 
por, who did not eat and, in spite of tube 
feeding, had reached a weight of 68 
pounds. In addition pulmonary infection 
had led to irregular fever; the relatives 
were informed that danger was imminent. 
In spite of the probability of being blamed 
for the death of this nearly moribund pa- 
tient, we took the risk after special consul- 
tation. After ten days the patient came 
out of her stupor and began to eat, to talk, 
to walk around, and gained 35 pounds. 


A S to the results of this treatment, they 
are quite comparable to those obtained 
with pharmacological shock treatment. 
Since Pilgrim State Hospital was the first 
large institution in New York State to try 
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the method, we selected a group of typical 
cases of the main psychoses and reported 
about the first 65 in the Psychiatric Quar- 
terly of July, 1941 with Dr. Bigelow and 
Dr. Brikates. Today one hundred and eleven 
are available who finished a full course of 
treatment at least 2 months ago. This larger 
material confirms our conclusions for the 
various groups. 

The results are classified under 3 cate- 
gories: unimproved, improved, remission. 

The diseases for which convulsive treat- 
ment—contrary to insulin—is considered 
specific are manic-depressive psychosis and 
involutional depression. Here the results 
are convincing. 

In the manic-depressive group 10 de- 
pressions were treated, All 10 came to a 
full remission and were discharged from 
the hospital. Also the manic phase gave 
very satisfactory results: 11 were treated 
of whom 8 cases came to remission and are 
at home; 1 improved; 2 were unimproved. 


2 gubecarcsiaerspi of the type called “in- 
volutional melancholia’ react as well 
as manic-depressive depressions: 9 were 
treated, all have recovered. This result of 
90 per cent in depressions is in full ac- 
cordance with what Bennet reported ‘when 
he, as the first psychiatrist, found that con- 
vulsive treatment, invented for schizophre- 


nia, is nearly specific in these groups which © 


we call the affective disorders. 

Only the purely depressed involutional 
group shows these good figures. In the 
paranoid and mixed type of involutional 
psychoses the results are very unsatisfactory. 
Of 10 patients treated, only 1 came to re- 
mission; 3 improved of whom 2 were pa- 
toled; 5 remained unimproved. 

It has to be kept in mind that these 
groups have a good tendency to spontane- 
ous remissions. Shock therapy, however, 
interrupts the psychosis at our will, usually 
after 4 treatments. There cannot be any 
doubt that we cut short the duration of a 
disease which brings suffering for the pa- 
tient and his family, and, frequently, seri- 
ous social consequences. We would like to 
mention that among our recovered involu- 
tionals there were cases of 3 and 4 years’ 
hospitalization. 
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S TATISTICS on therapeutic results in 
schizophrenia have no value when made 
up from a mixed material. Selecting old 
and hopeless cases, it is easy to prove that 
those methods are without value. On the 
other hand acute cases offer a very good 
prognosis, and therefore, rating only these, 
one will have splendid results. This is 
the reason that in shock treatments statis- 
tics vary from figures lower than the per- 
centage of spontaneous remissions up to 
figures of 80 per cent complete cures. In 
spontaneous remissions as well as in re- 
missions after treatment, there is one out- 
standing prognostic criterion, namely, the 
duration of this disease. There are other 
criteria for a favorable or unfavorable 
prognosis but since the duration of the dis- 
ease is the most important one, statistics on 
treatment results in schizophrenia should 
distinguish between groups of shorter and 
longer duration. 

Seventy patients with dementia praecox 
are available for this report. 

17 of them were ill less than 6 months. 
Of these, 14 achieved full remission and 
are at home. Three improved so that all 
cases in this group were benefited by the 
treatment. 

These remarkable results decrease rapid- 
ly when the duration becomes longer. The 
second group of cases with a duration of 
between 6 months and two years include 19 
cases. Of these only 3 came to full remis- 
sion; 8 improved; 8 were unimproved. 

A hopeless picture is represented by all 
cases of schizophrenics of more than two 
years’ duration. There were 20 cases with 
no remission, only 3 improved. 

Somewhat more favorable is a fourth 
group of older cases with a history of pre- 
vious remissions. In this group of 14 cases 
4 came to a full remission; 5 improved of 
whom 2 are at home; 5 were unimproved. 

It should be said that the unimproved 
cases did not remain totally uninfluenced 
by the treatment. They became quieter and 
more easily manageable. Therefore, a spe- 
cial group of destructive, assaultive, 
chronic and deteriorated patients were 
treated with this purely symptomatic aim. 
Three or four treatments were sufficient to 
make them more quiet, for a short time. 








With reference to dementia praecox, the 
difference between results in cases of short 
duration and the constant decrease of the 
remission rate with longer duration of the 
disease cannot be stressed sufficiently. Early 
treatment has become just as necessary in 
psychiatry as it is in purely physical disease 
like cancer. The help of the physician in 
the community is necessary: the earlier he 
recommends a psychotic patient for treat- 
ment, the better the chances will be for re- 
covery. 


A T this time the question cannot be an- 


swered whether insulin or metrazol or 





electric shock is the best treatment. It will 
be the task of special treatment units in 
State Hospitals to compare and eventually 
to combine the different methods. 

We should be able to get all cases under 
treatment before they become chronic, 
Then these new treatments will give a 
great number of patients the chance to re- 
cover, and they wili give the community 
an effective way of decreasing the number 
of inmates in State Hospitals. 


Read_ before the 130th regular meeting of the 
State Hospital, West Brentwood, N. Y., September 
seen Physicians of Long Island, at the Pilgrim 
25, 1941. 


Suffaguanidine 


IN THE TREATMENT OF BACILLARY DYSENTERY 





HAROLD E. HARTNETT, M.D. 
West Brentwood, N. Y. 


.* has been estimated by Northey (1) 
that there are now over three thousand 
sulfonamides available for biological in- 
vestigation. Of this total number, scarcely 
more than a half dozen have secured gen- 
eral recognition. Of these but three, sul- 
fanilamide, sulfapyridine, and sulfathia- 
zole, have achieved world-wide acceptance. 
To this group now has been added a new 
sulfonamide, sulfaguanidine, possessing 
unique therapeutic qualities. This new 
drug has been received with great interest 
and gives promise of constituting a distinct 
forward step in the treatment of gastro- 
intestinal infections. 


1 igrezeer iam (2) et al. of Johns Hop- 
kins found sulfaguanidine to be in- 
sufficiently absorbed from the gastro-intes- 
tinal tract to permit the determination of 
acute toxicity in small animals. He found 
that single oral doses of 6 grams per kilo 
in mice, or one gram per kilo in dogs or 
rabbits, did not produce toxic signs. In 
dogs, intravenous injections of .1 and .2 
grams per kilo, in the form of super-satur- 
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ated aqueous solutions, caused no symp- 
toms. Intraperitoneal injection of one 
gram per kilo of a suspension of sulfaguan- 
idine in olive oil, into dogs, produced 
slight vomiting. Moderate blood levels 
could be produced by oral dosage in small 
animals, but the blood concentration curves 
of small and large dosages bore a close re- 
semblance. Chronic toxicity was more 
easily demonstrated. Whereas mice readily 
supported a daily ingestion of about 4 per 
cent of the diet, and dogs given one gram 
per kilo daily by mouth experienced no ef- 
fects, rabbits given larger doses for seven 
days exhibited some weakness of the hind 
limbs and hematuria in a small percentage 
of cases. When rabbits were fed the same 
amount of the drug on the diet designed 
to produce a low urinary flow, they devel- 
oped a hyperexcitability and late muscular 
weakness, and died in five to seven days. 
This lethal effect was associated with high 
blood concentration, namely, 57 to 165 mg. 
per cent of acetyl sulfaguanidine. 

The tissue distribution in animals has 
been found to resemble closely that of sul- 
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fanilamide and sulfapyridine, although 
there is less penetration of the central 
nervous system and cisternal fluid. The 
histopathology following large doses of the 
drug appears to be confined to the kidneys. 
Section following large dosage in rabbits 
has revealed dilation of the tubules, ne- 
crosis of the epithelium, protein deposit in 
the glomerular capsules, occasionally red 
blood cells in the tubules, and crystalline 
deposits. There is a question whether 
splenic and hepatic lesions occur with sul- 
faguanidine as they have been shown to 
occur with sulfathiazole and sulfapyridine. 

It has been difficult to determine the bac- 
teriostatic effectiveness of sulfaguanidine 
in experimental animal infection. Infec- 
tions similar to those occurring in man fol- 
lowing intestinal resection and bacillary 
dysentery are reproduced in animals with 
extreme difficulty. In vitro experiments 
demonstrated that the drug was as effec- 
tive against B. Coli and the Newcastle and 
Flexner strains of dysentery bacillus as was 
sulfanilamide; but not so effective against 
the typhoid bacillus or the Shiga and the 
Sonne strains of dysentery bacillus. 


RELIMINARY studies in man have in- 

dicated that single doses of from 28 
milligrams to 100 milligrams per kilo have 
produced blood concentrations of the free 
drug amounting to .5 mgs. per cent to 1.1 
mgs. per cent within one hour, these blood 
levels failing to correspond with the size 
of the dose. After 24 hours had elapsed, 
those who received the smaller dosage had 
blood levels of .2 to .3 mgs. per cent, 
while those who had received 100 mgs. 
per kilo had free blood levels of from .3 
mgs. per cent to .6 mgs. per cent. Marshall 
and his co-workers reported that in chil- 
dren given a maintenance dose of .05 
grams per kilo every four hours, an average 
value for free sulfaguanidine was 1.91 
mgs., and for total sulfaguanidine was 2.52 
mgs. per cent. Where a maintenance dose 
was given to children of .1 grams per kilo 
every eight hours, the same values were 
respectively 2.26 mgs. per cent and 2.81 
mgs. per cent. In adults, a maintenance 
dose of .05 grams per kilo every 12 hours 
gave an average of 2.59 mgs. per cent of 


MEDICAL TIMES, JULY, 1942 


free sulfaguanidine, and a total sulfaguani- 
dine of 3.45 mgs. per cent, whereas when 
the same dosage was given every eight 
hours the values respectively were 2.12 mgs. 
per cent and 3.16 mgs. per cent. When 
adults were given .05 grams per kilo every 
eight hours, the average blood level was 
3.29 mgs. per cent of free sulfaguanidine 
and 4.41 mgs. of the total drug. It has been 
found that the blood concentrations tend to 
be higher in adults than in children with 
the same dosage schedule and that there 
appears to be a slightly greater acetylation 
in adults than in children. 


ECENTLY, there has been occasion to 
analyze a series of blood levels in 172 
cases, chiefly adults, reported from clinics 
scattered throughout the United States. Re- 
gardless of the condition for which the 
drug was used, there was a marked tend- 
ency statistically for the highest frequency 
of blood level to be about 3.9 mgs. per 
cent, free drug concentration. Blood levels 
may appear considerably in excess of this 
value. A point of great interest in the 
excretion of sulfaguanidine in man is the 
frequent appearance of heavy deposits of 
crystals in the urine, particularly within the 
first eight days of administration. Fre- 
uently these deposits contain sulfaguani- 
a mixed with some acetyl sulfaguani- 
dine. Occasionally a high percentage of 
acetyl sulfaguanidine is excreted, and such 
excretion may be accompanied by occult 
hematuria. Reports up to the present time 
indicate that the clinical damage resulting 
from the formation of crystals and deposi- 
tion of red cells in the urine is rather less 
than might be expected as an accompani- 
ment of such phenomena, 


ARSHALL and his co-workers, in 

their early publication, suggested the 
use of sulfaguanidine in acute gastro-intes- 
tional infections. In a paper published in 
January 1941, Marshall again described, in 
considerable detail, seventeen cases of acute 
bacillary dysentery in which sulfaguanidine 
was used. In each of his cases, the diagno- 
sis was substantiated by stool cultures. In 
these patients, marked improvement oc- 
curred in ten, slow improvement in six, 
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and no change in one. The most uniform- 
ly good results occurred in children treated 
very early in the course of their disease. 
In four of the seventeen cases, diarrhea 
was checked within twenty-four hours and 
in ten of the seventeen cases the tempera- 
ture became normal in the same period. He 
noted a difference in the clinical course of 
patients receiving sulfaguanidine therapy 
on or before the third day of the disease, 
as compared with those receiving it on the 
4th and subsequent days. Results in the 
former group were almost uniformly good, 
whereas in the latter group they were less 
regularly favorable. Following the publi- 
cation of Marshall, Lyon (3) reported a 
series of 23 severe cases of acute bacillary 
dysentery treated with sulfaguanidine; com- 
pared with 23 cases of similar severity, 
treated as controls. Controls were acutely 
ill during the first week, experienced a 
lower temperature for the second week, 
and had continuance of bloody diarrhea, 
but a tendency toward convalescence, in the 
third week. Of the patients who received 
sulfaguanidine, eighteen were markedly 
benefited, these usually experiencing a fall 
of temperature within 24 to 48 hours. 
Clinical improvement was rapid and stools 
were less frequent. In five of the twenty- 
three patients, the disease did not appear 
to be altered in its course by the adminis- 
tration of sulfaguanidine. 


For treatment of acute bacillary dysen- 
tery, the dosage suggested for adults is as 
follows; Initial dose, by mouth, .10 gram 
per kilogram, followed by a maintenance 
dose of .05 gram per kilogram every four 
hours, day and night, until the number 
of stools per day is iess than five; then 
OS gram per kilogram every eight hours 
for at least three days. In children it is 
suggested that the initial dose by mouth 
be .10 grams per kilogram, followed by 
a maintenance dose of .05 gram per kilo- 
gram every four hours, day and night, 
until the number of stools per day is five 
or less, then .10 gram per kilogram every 
eight hours for at least three days. It is 
suggested also that sufficient fluids and 
chiorides should be administered so that 
the patients do not become dehydrated. 
It is desirable, too, that a reasonably am- 
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ple flow of urine be obtained. The cos- 
age of the drug should not be continued 
in either children or adults longer than 
fourteen days. 


ULFAGUANIDINE, being a sulfona- 
mide, has those toxic manifestations 
which appear with any of the sulfona- 
mides. However, the incidence of leuko- 
penia, drug fever, drug rash, nervous 
signs, or hemolytic phenomena would ap- 
ear to be low. The appearance of crystals 
of sulfaguanidine, acetyl sulfaguanidine, or 
both, is relatively common. The appearance 
of even occult hematuria with these crystals 
is comparatively infrequent, although there 
is some variation, as yet unexplained, be- 
tween reports of different investigators on 
the subject. The degree of renal and clin- 
ical toxicity does not appear to be pro- 
portional to the amount of crystallization 
observed in the urine. However, the ap- 
pearance of hematuria, particularly frank 
hematuria, leukopenia, drug fever, drug 
rash, or hemolytic anemia is an indication 
for immediate discontinuance of this, or 
any other sulfonamide. The drug may 
be reinstituted, sometimes in lower dosage, 
when transient toxic phenomena have dis- 
appeared and the patient has been thor- 
oughly flushed out with fluid. It, of course, 
is always advisable to proceed with ex- 
treme caution in the administration of sul- 
faguanidine to patients who have previous- 
ly suffered any toxic reaction in the course 
of therapy with sulfanilamide, sulfapyri- 
dine, or sulfathiazole. 

Patients receiving sulfaguanidine should 
have a daily urine examination, and fre- 
quent blood level determinations. It is 
recommended by Marshall that sulfaguani- 
dine should not, as a rule, be given over 
a period longer than fourteen days. A 
white cell count should be made on the 
day therapy is started and again on the 
fourteenth day, as well as on intervening 
days, if indicated for clinical reasons. Con- 
junctivitis has been reported; nausea and 
vomiting have been noted occasionally. 
However, toxic phenomena associated with 
the employment of sulfaguanidine appear, 
at least at present, to be largely of a 
transient nature. On the whole, it has 
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been found from the work so far with 
sulfaguanidine that it is much less toxic 
than sulfathiazole or sulfapyridine, and 
may eventually supplant these drugs in the 
treatment of certain bacterial infections, es- 
pecially of the gastro-intestional tract. Sul- 
faguanidine, although it is water soluble, 
is absorbed very poorly from the bowel, 
and, because it concentrates within the lu- 
men of the bowel, is definitely more ef- 
fective in the treatment of dysentery than 
the other sulfonamides. 

At Pilgrim State Hospital during the 
past three months, two active cases of dys- 
entery and one carrier have been treated 
with sulfaguanidine. 


Case I 


Patient P.D., male, aged 52, was admitted to the 
Acute Medical Service on June 3, 1941 and on 
June 4, 1941 was inoculated with tertian malaria 
for induced malaria therapy. He had had six 
paroxysms when on June 27th he developed a foul 
smelling diarrhea. His general condition at this 
time was not good and quinine was instituted to 
stop the malaria and sulfaguanidine was instituted 
for the dysentery. Due to the fact that this was a 
week-end, a pre-medication stool was not sent to 
the New York State Laboratory for culture. The 
odor of the stools was clinically characteristic of 
those diarrheas due to the Bacillus dysenteriae of 
Schmitz. The patient was given an initial dose of 
six grams of the drug, followed by two grams every 
four hours. At the time of the first medication 
patient had had eight watery stools within a period 
of eight hours and within twenty-four hours after 
the initial dose of the medication the diarrhea had 
completely subsided, temperature was normal and 
the patient clinically was recovered. This patient 
received a total of 30 grams of the drug. A stool 
specimen collected on June 29th, forty-eight hours 
after the onset of the diarrhea, was negative for 
enteric organisms. Stools collected on July 5th, 9th, 
per and 12th were all negative for enteric or- 

isms. 


Case II 


Patient H.M., male, aged 46, was admitted to the 
Acute Medical Service on June 13, 1941 and on 
June 14th was inoculated with tertian malaria for 
induced malaria therapy. This patient, prior to his 
admission to the Medical Service, had been in an 
untidy continued treatment building and ward, 
where for the two months previously we had had 
sporadic cases of dysentery due to the Bacillus 
dysenteriae of Schmitz. Patient P.D., the first case, 
and this man were cared for together while under- 
going malaria therapy in a two-bed room, and 
both were untidy in their habits. On June 28, 1941, 
twenty-four hours after the onset in the first case, 
he developed a foul smelling liquid diarrhea. As in 
the first case, because of the week-end, a pre- 
medication stool was not collected but the type of 
stool was characteristic of the Bacillus dysenteriae 
of Schmitz. He was manifesting malaria, having 





had eight paroxysms. Quinine was instituted to 
stop the malaria, and he was given an initial dose 
of six grams of sulfaguanidine, followed by two 
grams every four hours, day and night. This patient 
had had six watery stools within a four-hour period 
preceding the first medication. He too, within 
twenty-four hours after the initial dose of the drug, 
was clinically recovered. He had, during the first 
twelve hours after the initial dose, six stools. A 
stool collected on June 29th, twenty-four hours 
after the onset of the dysentery, was negative for 
enteric organisms. The medication was discontinued 
on July 2, 1941 after a total of 33 grams. Stool 
peci lected on July 5th, 9th, 10th, and 12th 
were all negative for enteric organisms. 





Case III 


Patient S.B., male, aged 29, by a stool collected 
August 1, 1941, was found to be a carrier of the 
Bacillus dysenteriae of Schmitz, having been hos- 
pitalized in the continued treatment building of the 
hospital where the previously mentioned sporadic 
outbreaks of dysentery had occurred. He was trans- 
ferred to the Acute Medical Service for isolation 
and treatment on August 6, 1941. He was asympto- 
matic. Sulfaguanidine therapy was immediately in- 
stituted. A six gram initial dose was followed by 
two grams every 4:hours, day and night, until he 
had received a total of 28 grams. The treatment was 
discontinued on August 10th, and stools collected 
August 13th, 20th, 28th, September 2nd, and 3rd 
were all reported negative for enteric organisms. 


Comment 


HE urine of these three cases was ex- 
amined daily for evidence of hematuria 
and was consistently negative. Leukocyte 
and differential blood counts were made on 
the cases at the onset of the therapy and at 
the completion of the treatment and no 
leukopenia developed in any. The temper- 
ature in the two active cases was normal 
within twelve hours following the initial 
dose of the drug and, at the time of the 
institution of the drug, each patient had a 
temperature ranging between 105 and 106, 
which was due to the malaria therapy 
which they were receiving at the time. 
In conclusion, the writer believes that 
the three cases reported here, treated at 
Pilgrim State Hospital with sulfaguanidine, 
although certainly not conclusive, tend to 
parallel the favorable results reported else- 
where with the use of sulfaguanidine in 
cases of bacillary dysentery. 





Read before the 130th regular meeting of the 
Associated Physicians of Long Island, at the Pilgrim 
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DILANTIN IN THE TREATMENT OF 


Epilepsy 





M. G. PEARCE, M.D. 
West Brentwood, N. Y. 


D ILANTIN sodium or sodium diphenyl 
hydantoinate is an odorless white 
powder, soluble in water and alcohol, in- 
soluble in benzene and ether. Its taste is 
bitter, its reaction alkaline, its structure 
somewhat similar to that of the barbitur- 
ates. Merritt and Putnam? introduced this 
drug as an anti-convulsant in 1938, being 
interested in the fact that it ‘‘was especi- 
ally effective in protecting animals from 
electrically ‘ened convulsive seizures with 
little sedative effect.’” These workers se- 
lected for treatment severe epileptics who 
had been having convulsions for years at 
frequent intervals and who had not re- 
sponded to bromides, phenobarbital, re- 
stricted fluid intake, or dietary measures. 
In a group of 200 such patients, they found 
that grand mal attacks were relieved in 58 
per cent and decreased in frequency in an 
additional 27 per cent; petit mal attacks 
were relieved in 35 per cent and decreased 
in frequency in an additional 49 per cent; 
psychic equivalents were relieved in 67 
per cent and decreased in frequency in an 
additional 33 per cent. 

Since the above investigation other 
writers (Kimball?, Fetterman*, Frankel‘ 
and others) have reported on the use of 
dilantin sodium as a treatment for convul- 
sive seizures. Therefore, while further 
work should be done and is being done on 
the usefulness of this drug, it is believed 
that certain generalizations can be made at 
this time concerning its uses and effects. 


Favorable Actions 


Dilantin sodium possesses high thera- 
peutic value as an anti-convulsant. It ap- 
pears to be best used in cases of long dura- 
tion or where convulsive seizures are fre- 
quent. It seems to be especially effective 
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when other forms of anti-con. alsant treat- 
ment have failed. 

It has been used in psychotic as well as 
non-psychotic patients with apparently 
equally good results. Although no actual 
figures will be quoted, its use in the Pil- 
grim State Hospital has been followed by 
the favorable responses that have been seen 
elsewhere. The most striking improve- 
ments, according to Lennox®, occur in 
psychic equivalents, and the least favorable 
results are seen in petit mal attacks. Par- 
ticularly has it been noted in this hospital 
that the personality of patients treated 
with dilantin improved remarkably. This 
observation has also been made by Frankel‘ 
and others. For instance, Blair, Baily and 
McGregor® (England) conclude that most 
of their dilantin-treated patients improved 
mentally in that they became more cheer- 
ful and less quarrelsome and complaining. 
Patients were stuporous and unimproved 
under phenobarbital, and became relieved 
of the convulsive attacks as well as the 
stupor under dilantin sodium. In this re- 
gatd Merritt and Putnam? call attention 
to the observation of parents that dilantin- 
treated children were better behaved, more 
easily trained and disciplined, and did bet- 
ter school work. Thus studies of cortical 
activity with the electroencephalogram are 
now being conducted, as this improvement 
may be due not only to freedom from con- 
vulsions, but also to the dilantin having 
produced other changes in cerebral corti- 
cal activity. 


Unfavorable Actions 


NPLEASANT and toxic actions are 
not infrequent. Among the minor 
side reactions are vertigo, ataxia, tremors, 
blurring of vision, slight nausea, diplopia. 
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These can as a rule be controlled readily 
by a reduction of dosage. Complaints of 
nervousness, insomnia, irritability, and 
somatic sensations are common but usually 
transitory. When there is a tendency for 
any of these side actions to persist, it is 
best to discontinue the drug immediately. 
Dermatitis may develop but it is mild and 
should cause no concern unless the severe 
exfoliative type occurs, This is rare. Hy- 
perplasia of the gums, usually moderate, 
often occurs in patients under treatment 
with dilantin sodium. As a rule the pa- 
tients are not aware of this complication, 
although it occasionally becomes quite se- 
vere. Kimball?, who reported this con- 
dition, felt that the severity of the hyper- 
plasia paralleled the decrease in vitamin C. 
However, studies made by Parke, Davis 
and Company on the vitamin C content of 
the blood of rats receiving large doses of 
dilantin sodium showed no decrease in 
vitamin C. The Dental Department of 
Pilgrim State Hospital has found a good 
many cases of moderate gum hyperplasia 
in patients receiving dilantin sodium here. 
The nature of the hyperplasia, its fre- 
quency and severity are being determined 
by studies in the Pilgrim Dental Depart- 
ment at this writing. 


Dosage 


YY BEN the dosage of dilantin sodium 
ranges from 3 to 9 grains a day it 
is considered relatively non-toxic. It is, 
however, much more toxic than the sedative 
anti-convulsants, and minor toxic symptoms 
and signs occur more frequently. Some 
patients refuse the drug because of its 
tendency to cause nausea and abdominal 
discomfort. Therefore, because of the pos- 
sibility of gastric irritation from large 
single doses, dilantin sodium (as in bro- 
mide therapy) is best given three times a 
day. In this respect it differs from pheno- 
barbital, which can be given with good 
results once daily (this amount being 
fairly promptly oxidized in the tissues). 
Toxic effects of dilantin sodium may ap- 
pear quickly, so that close observation of 
the patient is essential. The guiding fac- 
tor in dilantin sodium therapy is to begin 
(in adults) with grains 11/4 three times 
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daily and, if convulsions continue, to in- 
crease the dosage gradually until they are 
brought under control or until unpleasant 
side reactions occur. The optimum dosage 
is, then, a trial and error procedure. The 
drug is usually best tolerated when given 
before meals, but in some cases it causes 
less discomfort when taken after meals. 
The importance of adequate medical super- 
vision of cases treated with dilantin sodium 
should be kept constantly in mind, and in 
the event that such supervision is not avail- 
able, phenobarbital or bromides should be 
used. Aring and Rosenbaum’ report a case 
in which large doses (90 to 105 grains in 
6 to 10 hours) of dilantin sodium produced 
exhilaration, light-headedness, Socuneas 
nausea, vomiting, headache, diplopia, 
ataxia, and nystagmus. Thus the effect 
was similar to alcohol and produced no 
lasting symptoms. They conclude that large 
doses have no sedative effect and that the 
margin of safety seems to be rather large. 


Comparison of Actions of Dilantin 
Sodium and Phenobarbital 


BO Sars experiences of physicians in Pil- 
grim State Hospital bear out the present 
rather general feeling that dilantin sodium 
as an anti-convulsant is much superior to 
phenobarbital and to combinations of 
phenobarbital and bromide. This has been 
borne out by the number of patients who 
have been relieved of their convulsive seiz- 
ures by dilantin sodium after they had had 
little or no improvement with phenobar- 
bital or phenobarbital and sodium bromide. 
Merritt and Putnam?, however, have point- 
ed out that there must be a definite accu- 
mulation of dilantin sodium before its 
therapeutic effect can be had. Therefore 
when phenobarbital is being displaced by 
dilantin sodium it is well to see that this 
displacement occurs slowly enough to al- 
low the accumulation of dilantin. A fun- 
damental difference between dilantin so- 
dium and phenobarbital is the contrast be- 
tween the disquieting action of the for- 
mer and the sedative action of the latter. 
Phenobarbital may be so soothing and 
quieting as to produce depression and even 
stupor. On the other hand dilantin sodium 
tends to cause alertness and restlessness. 
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In the higher doses and in certain partic- 
ular patients this alertness may even l2ad 
to irritability and insomnia. Therefore, for 
those patients who have rather infrequent 
attacks, phenobarbital is the preferable 
drug, while in those who have not been 
benefited by sedative medication and who 
have been having attacks rather frequent- 
ly dilantin sodium is the drug of choice. 
Combinations of dilantin sodium and 
phenobarbital have been used but as re- 
ports of results have been conflicting no 
definite conclusions can be drawn concern- 
ing the use of this combination at the 
present time. Fetterman* points out that if 


Summary 


1. Dilantin sodium is an anti-convulsant 
superior to phenobarbital or sodium bro- 
mide and to the combination of these two. 
It reduces seizures without stupefying the 
patient. Often the personality is im- 
proved. 

2. When phenobarbital is being te- 
placed by dilantin sodium, this must be 
done gradually, as a definite accumulation 
of dilantin sodium is necessary before its 
full effect is achieved. 

3. Dilantin sodium is best used in epi- 
lepsy of long standing which has not been 
favorably affected by other forms of treat- 
ment. It acts well in seizures of the 
psychomotor type and poorly in petit mal 
attacks, 





severe dermatitis or marked neuropsychiat- 
tic symptoms appear in dilantin-treated 
patients it is best that the medication be 
immediately reduced and that a substi- 
tution of phenobarbital be made. It should 
be again emphasized that the patient should 
not be allowed to take dilantin sodium in 
an indiscriminate manner, He should be 
guided in the amount of the drug to be 
taken and should be warned about sud- 
den withdrawal. Such withdrawal may and 
frequently does cause an immediate in- 
crease in the number of convulsive seiz- 
ures. 


4, The most prominent toxic symptoms 
are tremors, nystagmus, ataxia, diplopia, 
blurring of vision, vertigo, mild or severe 
dermatitis, hyperplasia of the gums, nau- 
sea and vomiting, and abdominal discom- 
fort. 

5. It is best given three times daily be- 
fore meals in doses beginning with 11, 
grains three times daily and gradually in- 
creasing until seizures are controlled or un- 
toward side reactions appear. 

6. While under treatment with dilantin 
sodium the patient should be under close 
supervision and there should be no excep- 
tion to this rule. 





Read before the 130th regular meeting of the 
Associated Physicians of Long Island, at the Pilgrim 
gente onal, West Brentwood, N. Y., September 
25, 1941. 
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CLINICAL NOTES 





REPORT OF A CASE OF AMYOTROPHIC 
LATERAL SCLEROSIS TREATED WITH 
VITAMIN E 


JOHN J. WEBER, M.D., and 
ARTHUR A. CLINCO, M.D. 
Brooklyn, N. Y. 


» jee treatment of amyotrophic lateral 
sclerosis with vitamin E was first 
brought to the attention of the medical pro- 
fession about two years ago. Since that 
time a good deal of controversy has arisen 
over the efficacy of this form of therapy. 
We wish to record a case which has been 
under our care tor a sufficiently long time 
to permit objective evaluation of progress 
and treatment and to stress certain features 
which ate worthy of comment. 


Report of the Case 


2 te patient, C. F., aged 60, a police- 
man, was well until August, 1938 
when he first noticed some difficulty in rais- 
ing his left foot, especially on climing 
stairs, Although he fell on several occasions 
and the weakness had gradually progressed, 
it did not interfere too much with his ac- 
tivities. He first consulted a physician in 
Cctober, 1939 because of the persistent 
weakness. Exan:ination in a hospital, in- 
cluding spinal fluid and other laboratory 
studies, led to the diagnosis. The condi- 
tion progressed, so that by January, 1940 
he began using a cane because of frequent 
falls. He had lost 35 pounds in weight. 
He began to experience intense pain in the 
calf of his leg so that walking was not only 
difficult but painful. His appetite was very 
poor. On January 10, 1940 he was entire- 
ly unable to stand or walk because of weak- 
ness of both lower extremities, the left 
more than the right. His speech became 
slow and dysarthric. When brought to the 
office five days later he had to be carried 
in on a chair. 
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He had simple pleurisy in 1915 and 
osteomyelitis of the mandible in 1920. All 
his teeth were removed in 1931 for pyor- 
rhea, 


Examination 


ods: patient was pale and appeared to 
have lost considerable weight. The 
general medical examination was essen- 
tially negative. The lungs were clear and 
the heart sounds of good quality. The sys- 
tolic blood pressure was 152 mm. and the 
diastolic 87 mm. Neurological examina- 
tion revealed spasticity of both lower ex- 
tremities. He was unable to walk or stand. 
Both grips were weak. The dynamometric 
readings were 50 in the right hand and 40 
in the left. Coordination in the uppers 
was fair, but could not be tested in the low- 
ers. There was a marked hyperreflexia of 
both upper and lower extremities and bilat- 
eral Babinski response and all confirma- 
tory signs. There was bilateral patellar and 
ankle clonus. There were marked fibrilla- 
tions of both upper and lower extremities 
and suggestive fbrillations of the tongue. 
Some atrophy was noted in the muscles of 
both legs, more marked on the left. The 
cerebral nerves were normal. There was 
no sensory impairment anywhere and the 
mental state was normal. 


Laboratory Data 
HE urine showed a faint trace of al- 
bumin and rare fine granular casts. A 
blood count showed: Hemoglobin 90 per 
cent, red corpuscles 4,970,000, white 
corpuscles 5,050, differential polymorpho- 
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nuclears 73 per cent, lymphocytes 19 per 
cent, large monocytes 7 per cent, eosino- 
philes 1 per cent. Blood Wassermann and 
Kahn reactions were negative. Spinal 
fluid examination showed one cell, one mm. 
ring of globulin and negative Wassermann 
and Kahn reactions. The fluid was clear 
and the manometric findings entirely nor- 
mal. 


Diagnosis 
_ presence of bilateral pyramidal 
tract involvement with hyperreflexia, 
the fibrillations of the muscles of both 
upper and lower extremities and possibly 
of the tongue, and the presence of atrophy 
of the muscles of the lower extremity 
(later atrophy also of the small muscles of 
the hand) justified the diagnosis of amyo- 
trophic lateral sclerosis. 


Course 


iT, to the examination in January, 1940 
the illness had gradually progressed. 
He was then put to bed and given a diet 
of carbohydrates, fats and proteins ade- 
quate to meet his full requirements. He 
was placed on vitamin B, namely, betaxin 5 
mgs. t.i.d., and Squibb’s wheat germ oil 
one teaspoonful t.i.d. He remained on the 
latter preparation until October, 1940 
when he was placed on ephynal acetate 50 
mgs. t.i.d. He took this dose until March 
Ist, 1941, when it was reduced to 25 mgs. 
t.i.d. and continued to date. Upon this 
regimen the patient has shown some im- 
provement. He gained over 20 pounds in 
weight. Up to the time he was placed on 
synthetic vitamin E, he was either in bed or 
in a wheel chair unable to walk at all. In 
January, 1941 he was able to take many 
steps with the aid of a cane and some with- 
out aid. In April, 1941 he was able to 
walk from his bedroom to the door without 
a cane or assistance. In May, 1941 he 
was able to climb stairs without a cane. 
Neurological examinations, performed at 
intervals, showed a decrease in the hyper- 
reflexia and disappearance of the fibrilla- 
tions. The Babinski sign has remained al- 
though at times it seemed questionable. 
However, the pyramidal tract signs never 
really disappeared. The patient has main- 
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tained his gain to date. He has a feeling 
of well-being and is optimistic. 


Comment 


Pde Einarson and Ringsted found in 
1938 that rats with vitamin E deficien- 
cies developed changes resembling those in 
amyotrophic lateral sclerosis, vitamin E 
has been given to patients with this disease, 
but the reports have been conflicting. Bick- 
nell (1) reported improvement in two 
cases and death in two others in which the 
disease was in its most advanced stages 
with bulbar paralysis. Wechsler (2, 3) 
reported improvement in several cases and 
felt that some responded in varying de- 
grees, possibly in inverse ratio to the age 
and duration of the disease process. Aguirre 
(4) reported a case in which there was 
symptomatic improvement but no change in 
neurological status. The experiences of 
Denker and Scheinman (5), Ferrebee, 
Klingman and Frantz (6) and Doyle and 
Merritt (7) were disappointing. Mer- 
warth (8), reporting five cases, states that 
one could not be induced to take the medi- 
cine, another was uninfluenced, but that 
three others showed a gain in weight. An 
increase in the sense of well-being, en- 
hanced physical vigor, a lessening of stiff- 
ness, and loss of cramps in the muscles were 
evident in one case. Another gained suf- 
ficiently in strength to permit a resumption 
of housework. One of his cases has main- 
tained a state of well-being. 

It may be stated with absolute assur- 
ance that our patient showed marked im- 
provement. There was no doubt as to di- 
agnosis. The cramps, spasticity, clonus 
and weakness had totally incapacitated him. 
The disease had been slowly and unremit- 
tingly progressive. Today he is able to walk 
about the house unassisted, has relatively 
little spasticity and no cramps, and is sub- 
jectively and objectively improved. It may 
be that the syndrome which we designate as 
amyotrophic lateral sclerosis has several 
etiological factors. It is equally possible 
that some cases are the result of deficiency 
and that these will respond to treatment. 
Only time and continued studies will throw 


light on the problem of the degenerative , 


diseases of the nervous system. 
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Summary 


A N advanced case of amyotrophic lateral 
sclerosis treated with synthetic vitamin 
E has been presented. The patient has been 
under observation since January, 1940. He 


has shown marked improvement and has 
maintained it to date. 


1043 PROSPECT PLACE. 
64 EIGHTH AVENUE. 
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The 132nd regular meeting, outing and dinner 
was held at the Huntington Crescent Club, Hunt- 
ington, L. I. on Tuesday, June 16th. Golf and 
tennis were enjoyed by quite a few of the members 
prior to the Scientific Session. 

The Scientific Session began at $3 P. M. The 
following papers were presented: 


1. Rupture of the Uterus—Case report. By Dr. 

Neil E. Falkenburg 

Discussion opened by Dr. George H. Davis 
2. Two Flap Cesarean Section—Résumé of Fifteen 

Cases. By Dr. Jacob Dranitzke 

Discussion opened by Dr. Mervyn V. Arm- 

strong 
3. Urological Complications of Malignant Ad- 

nexal Disease. By Drs. Morris R. Keen and 

Benjamin L. Feuerstein 

Discussion opened by Dr. Fedor Senger 
4. Bronchiectasis and Pneumonitis. By Dr. 

John B. Healy 

Discussion opened by Dr. Foster Murray 
. Interesting Gallbladder Cases. By Dr. George 

. Bergmann 

Discussion opened by Dr. Seymour G. Clark 

At 5:30 P. M. the regular Business Meeting was 
held, with Dr. Charles C. Murphy presiding. The 
minutes of the last Board of Directors Meeting, 

ich was held on April 22nd, were read and 
accepted. A telegram of regret was received from 
Dr. Frank B. Cross. 

Dr. Sengstack, acting for Dr. Martin, chairman 
of the Membership Committee, who was absent, 
presented the names of the following candidates 
for membership: 

Dr. George P. Bergmann, Georgetown, 1921, of 
Mattituck, proposed by Dr. Murphy. 

Dr. George BR. Marsh, Queens, Canada, 1928, of 
Brooklyn, proposed by Dr. S. Lloyd Fisher. 

Dr. Charles W. Mueller, Ohio, 1924, of Brook- 
lyn, also proposed by Dr. S. Lloyd Fisher. 
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ASSOCIATED PHYSICIANS OF LONG ISLAND 


Minutes of the 132nd Regular Meeting, June 16th, 1942, 
Huntington, L. I. 


These candidates were duly elected to ber- 
ship: 


Dr. Hettesheimer, Chairman of the Entertainment 
Committee, stated that the next meeting would be 
provided by the Staff of the South Nassau Com- 
munities Hospital of Rockville Centre, and that the 
dinner would be held at the Rockville Centre 
Country Club. The date of this meeting will 
probably be Tuesday, September 22nd. 

Dr. Jacques, Chairman of the Public Health 
Committee, reported on Mosquito Control through- 
out the Island, particularly in reference to the 
Anopheles and Tick. 

Dr. Wood, Chairman of the Publications Com- 
mittee, called attention to the large number of 
members who were contributing articles to the 
MEDICAL TIMES. 

Mr. Frankenberger, the Executive Secretary, 
called attention to the recent death of Dr. R. J. 
Morrison, who was the first Secretary of the As- 
sociated Physicians of Long Island, and also one 
of its past Presidents. He also called attention 
to the competition for the Browning Prize for the 
coming year. He further stated that copies of the 
MEDICAL TIMES cannot be sent to men who are 
serving in foreign lands on account of the war. 
Because of this he asked that members who do 
not save their copies send them to the Kings 
County Medical Society for distribution at some 
future time. 

The meeting adjourned at 6:30 P. M. 

At 7 P. M. about 75 members and guests sat 
down to a steak dinner, after which they were 
entertained by a most interesting film on India. 

Following this many of the members and guests 
adjourned to the Cocktail Lounge to partake of the 
many joys of good fellowship. 


M. V. Armstrong, M.D. 
Secretary 





249 








Whedical 800% News 


Edited by 


ALFRED E, SHIPLEY, M.D., Dr. P.H. 
All books for review and communications concerning Book 
News should be addressed to the Editor of this department, 
1313 Bedford Avenue, Brooklyn, N. Y 





New Edition of Christopher's Surgery 


A Textbook of Surgery. By American Authors. 
Edited by Frederick Christopher, M.D. Third edi- 
tion, Philadelphia, W. B. Saunders Company, [c. 
1942]. 1764 pages, illustrated. 4to. Cloth, $10.00. 


ioe third revision, like the preceding 
texts, is clearly not a treatise on opera- 
tive surgery. Thus, once’ 


again etiology, pathology, di- 
agnosis and principles of 
treatment rather than opera- 
tive technique per se are em- 
phasized. An imposing list 
of outstanding contributors 
most of whom are engaged in 
teaching surgical subjects 
have, on the basis of wide 
clinical experiences, contri- 
buted their ideas and meth- 
ods. Over 1500 illustrations 
add to the clarity of the text. 
Many references designed to 
facilitate further collateral 
reading and study are listed. 
The first 60 pages of the 
more than 1700 pages are 
given to the conventional sub- 
jects of inflammation, repair 
of tissue, bacteriology and the 
less common infections such 
as fungus infection and an- 
thrax. This is a proper pro- 
portion and should be a wel- 
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Classical Quotations 


@ The Malpighian bodies 
I saw to be a_ rounded 
mass of minute vessels in- 
vested by a cyst or capsule 
of precisely similar ap- 
pearance to the basement 
membrane of the tubes. 


Sir William Bowman 

On the structure and Use 
of the Malpighian Bodies 
of the Kidney, with Obser- 
vations on the Circulation 
through that gland. Philo- 
sopical Transactions of the 


ceptable methods of procedure are indi- 
cated. Since trauma is constantly assuming 
greater importance in the field of econom- 
ics and surgery, a sub-chapter (V-a) has 
been added and the indications for and 


methods of administration of 
the increasingly important 
“sulpha” drugs have been 
correspondingly dealt with. 
Besides a detailed index, 
the book contains 1718 pages 
of information and like the 
preceding editions this, the 
third, continues in the front 
rank of single volume text- 
books of surgery, and is 
worthy of wide acceptance. 
The reviewer recommends it 
wholeheartedly without hesi- 
tation or reservation. 
ARTHUR GOETSCH 


Body Minerals 


Minerals in Nutrition. By Zolton 
T. Wirtschafter, M.D. New York, 
Reinhold Publishing Corporation, 
ny 1942]. 175 pages. 12mo. Cloth, 


$1.75 
6 T HE separate and dis- 
tinct functions of the 
various minerals maintain, in 
the human economy, the nor- 
mal and proper performance 





come condensation since too 
many of our surgical texts in 
the past have been top heavy with introduc- 
tory material which might better be ob- 
tained from treatises on bacteriology and 
immunology. 

Each chapter of the third edition has 
been thoroughly revised. Added informa- 
tion has been included on war surgery, gas- 
tric ulcer, anal diseases, fractures, granulo- 
mata, et cetera. Such matters as asepsis, 
anesthesia, minor surgical procedures, Vem 
operative and postoperative care are fully 
discussed. The better known and most ac- 


132:57-80, 


Royal Society 


London, _—_ of the vital functions in our 
bodies”; thus concludes the 
author of this valuable little book. Written 
for the layman, it presents the subject in a 
manner both interesting and informational 
to the physician as well. Little known 
facts about the very important réle played 
by so many apparently insignificant miner- 
als, are clearly and well discussed. 
We recommend the reading of this 
summarizing treatise on the subject by the 
medical student, the practicing physician, 
and the nutritionist. 
BENJAMIN M. BERNSTEIN 
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Yater’s Diagnosis 


Symptom Diagnosis, Regional and General. By Wal- 
lace M. Yater, M.D. Fourth edition. New York, 
D. Appleton-Century Company, [c. 1942]. 900 
pages. 4to. Cloth, $10.00. 


A S in previous editions symptoms and 
signs are grouped as regional or gen- 
eral, the former list grouped under the vari- 
ous parts of the body, as head, face, chest 
and abdomen, 21 divisions in all. Those 
designated as general symptoms are the 
ones not belonging to any region, such as 
anasarca, ataxia, blood pressure changes, 
coma, and others comprising a list of three 
pages of headings. 

The plan is based largely upon the fact 
there is frequently one symptom which 
is outstanding, and the book is intended 
for quick reference. 

Many omissions and additions appear in 
this edition, and seventeen tables have 
been inserted in various places. 

Each section begins with introductory 
comments and ends with a list of the less 
common causes of the symptom. 

It is a useful book to have at hand in 
the office or ward. 

W. E. McCoLLom 


Anatomy of the Nervous System 


Neuroanatomy. By Fred A. Mettler, M.D. St. Louis, 
C. V. Mosby Company, [c. 1942]. 476 pages, il- 
lustrated. 4to. Cloth, $7.50. 


fy need have no hesitancy whatso- 
ever in recommending this new book 
on neuroanatomy. It is useful to the 
neurologist as well as to the general prac- 
titioner. In general there is a great sim- 
ilarity in the organization of the material 
to other good books on the subject, such 
as Ranson’s. However, the photographs 
and illustrations in this hook are more 
vivid and readily comprehensible. The fact 
that the legends for the illustrations are al- 
ways on the same page enhances their 
value. 

Unnecessary and controversial matter 
has been largely eliminated, except in in- 
stances where it is deemed essential to the 
better understanding of the subject. 

A selected list of references appears at 
the close of the book, enabling those who 
are interested in more details to carry on 
their reading. 

JosEPH L. ABRAMSON 
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Latest Kovacs Physical Therapy 
Review of Electrotherapy and Light Therapy with 
the Essentials of Hydrotherapy and Mechanother- 
apy. By Richard Kovacs, M.D. Fourth edition. 
Philadelphia, Lea & Febiger, [c. 1942]. 735 pages, 
illustrated. 8vo. Cloth, $8.00. 

| Be KOVACS presents a new edition, 
the 4th in 10 years, of Electrotherapy 
and Light Therapy. It is a comprehensive 
work. In this edition he has simplified 
his physics and has extended his applied 
Physical Therapy. It consists of 38 chap- 

ters, 735 pages. In his preface he th 
his collaborators and expresses in part 
“Such interest of collaboration has greatly 
helped in carrying out the difficult task of 
keeping the complex and constantly extend- 
ing subject matter of modern physical 
therapy up to date and yet within practical 
limits.” In his introduction he devotes a 
paragraph to “Scope of Physical Therapy” 
and another paragraph to “Place of Physi- 
cal Therapy.” These should be placed in 

the “‘must’’ reading of every physician. 
This edition is well written and a valu- 

able addition to any doctor's library. 
JOHN J. HAUFF 


Office Surgery 
Surgery of the Ambulatory Patient. By L. Kraeer 
Ferguson, M.D. Philadelphia, J. B. Lippincott 
Company, [c. 1942]. 923 pages, illustrated. 8vo. 
Cloth, $10.00, 


S the title indicates this book has to 
do with surgery that can be safely 
performed in the doctor's office. The text 
consists of nine hundred pages and is pro- 
fusely illustrated. The subject matter cov- 
ered is the entire body that may lend itself 
to minor surgery. As a treatise on surgery 
it presents nothing new but does offer 
valuable suggestions as how to do certain 
types of surgery in the office, and how to 
elect the safe ambulatory types. There 
is a good description of the office, with 
equipment required, and a discussion of the 
anesthetic to be used. On the whole, the 
book is interesting and well done. 
Ja. C. RUSHMORE 


Surgery of the Uterus 


Vaginal Hysterectomy. By James W. Kennedy, M.D. 
and Archibald D. Campbell, M.D. Philadelphia, F. 
A. Davis Company, [c. 1942]. 495 pages, illus- 
trated. 4to. Cloth, $10.00. 


Sew authors’ experience with vaginal 
hysterectomy along with that of the 
late Dr. Joseph Price, Dr. Kennedy’s prede- 
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cessor as Surgeon-in-Chief to the Joseph 
Price Hospital, is probably the greatest in 
this field in America. It enables them to 
write a book on this single operative pro- 
cedure. 

The first part of the book is written by 
Dr. Kennedy and is concerned with his- 
tory, indications, technique and post-opera- 
tive care. He gives extremely broad and 
unorthodox indications for the operation, 
and it is doubtful whether the majority 
of gynecologists will agree. Much space 
is devoted to explaining his position. In- 
dications for amputation of the cervix are 
held to be sufficient reason for vaginal 
hysterectomy. Uterine and cervical polypi 
and endometrial hyperplasia are likewise 
stated to be indications for vaginal hyster- 
ectomy, as well as an occasional case of 
local chronic puerperal infection of the 
uterus. The author appéars on the point 
of advocating routine vaginal hysterectomy 
for the so-called “‘sterile uterus” as pro- 
phylaxis against carcinoma. 

Many gynecologists believe that vaginal 
hysterectomy does not hold the position 
in operative gynecology that it justly de- 
serves because of lack of familiarity with 
its technique. Many lesions that would 
be best treated by vaginal hysterectomy are 
handled otherwise. In abdominal hysterec- 
tomy the cervical stump is allowed to re- 
main too often, even when infected. Yet 
the author appears to be too far in the 
other direction, probably because of the 
ease and speed with which he is able to 
perform the operation. The technique de- 
scribed in this part of the book is the clamp 
method, a procedure which the author 
states should take five to ten minutes. No 
sutures of any kind are used. The steps of 
the operation are carefully explained and 
excellently illustrated. The author’s mor- 
tality with this type of hysterectomy is very 
low, less than 1%, a figure not equalled by 
any comparable series of abdominal hyster- 
ectomies. 

The second part of the book is written 
by Dr. Campbell, who describes vaginal 
hysterectomy by the suture method. The 
anatomy and function of the uterine sup- 
ports are described in detail. The mechan- 
ism of birth trauma and the production of 
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prolapse of the uterus are also discussed, 
This part of the text is also well illustrated. 
The book should make interesting read- 
ing for the gynecologist. 
ALEXANDER H. ROSENTHAL 


“Enriched” Bread 


Modern Bread from the Viewpoint of Nutrition. By 
Henry C. Sherman and Constance S. Pearson. 
New York, Macmillan Company, [c. 1942]. 118 
pages. 8vo. Cloth, $1.75. 


WE are all becoming more nutrition- 
conscious. There is a growing real- 
ization that the proper handling and prop- 
er consumption of food is essential to na- 
tional well-being, and to the winning of 
this war. One of the newer terms that 
we are hearing often in this connection is 
“enriched bread.” What is it? How is it 
made? Is it necessary in the diet? Does 
it take the place of natural whole wheat 
bread ? 

This slim volume takes an authoritative 
and unbiased view of the subject. It dis- 
cusses the place of bread in the diet, his- 
torically, economically, quantitatively, and 
nutritionally. It also gives adequate con- 
sideration to a subject, too often neglected, 
palatability. 

It explains that bread may be “en- 
riched”’ in several ways. One, through the 
addition of dried skim milk; second, by 
adding vitamin-rich yeast; and third by 
introducing vitamin and mineral salts in 
ae form or as artificial concentrates. The 
egal regulations covering “enrichment” 
are discussed. These permit combinations 
of the different ways of enriching bread. 
For that reason, it is explained, there is an 
almost endless variety of this type of 
bread. 

The general conclusion is that the new 
“enriched bread is intermediate in nutti- 
tional desirability between ordinary white 
and whole grain breads”. An excellent 
and complete bibliography is appended. 

ETHEL PLOTZ BERMAN 


Medicine for the Laity 
Modern Medicine: Its Progress and Opportunities. 
By Netta W. Wilson and S. A. Weisman, M.D. 
New York, George W. Stewart, [c. 1942]. 218 
pages. 8vo. Cloth, $2.00. 
T HIS is a short interesting account for 
the layman of the advance of medicine 
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during old and recent times. Cancer, tu- 
berculosis, surgery, anesthesia, nutrition, 
and various other subjects are covered 
briefly. It is a worthwhile book for eve- 
ing reading. ~ ~- 
te 8 ANDREW M. BABEY 


A New Sherwood’s Immunology 


Immunology. By Noble P. Sherwood, M.D. Second 
edition. St. Louis, C. V. Mosby Company, [c. 
1941]. 639 pages, illustrated. 8vo. Cloth, $6.50. 


HIS revision of Sherwood’s textbook 

gives a rather complete account of the 
newest developments in the field of im- 
munology. It is interestingly and critically 
written. The physico-chemical aspects of 
immunological |e wera and the chapters 
on Modified and Conjugated Antigens and 
Hypersensitiveness deserve special mention. 
The rather extensive references add to the 


value of the book. U. FrigEDEMANN 


Positioning in Radiography 
Standard Radiographic Positions. By Nancy Davies, 
M.S.R. and Ursel Isenburg, M.S.R. Baltimore, 
Williams & Wilkins Company, [c. 1941]. 136 
pages, illustrated. S8vo. Cloth, $2.00. 
TS little pocket manual of “Radio- 
graphic Positions’ is limited in its 
subject matter to an outline of ‘‘standard 
radiographic positions.” As such it may 
be of value to the inexperienced radio- 
grapher who has stepped into a position be- 
cause of changes in personnel made neces- 
sary in all walks of life due to shift in 
the sociologic structure of the nation when 
shifting from peace to war. 
The final chapter on localization of for- 
eign bodies gives a simple yet practical 
method wherein no special gadgets are 


needed. 
W. E. Howes 


BOOKS RECEIVED for review are promptly acknowledged in this 
column; we assume no other obligation in return for the courtesy 
of those sending us the same. In most cases, review notes will be 
promptly published shortly after acknowledgment of receipt has 


been made in this column. 


The Electrocardiogram and X-Ray Configuration of 
the Heart. By Arthur M. Master, M.D. Second 
edition. Philadelphia, Lea & Febiger, [c. 1942]. 
404 pages, illustrated. 4to. Cloth, $7.50. 


aon and Other Malignant Lesions of the Stom- 

a Waltman Walters, M.D., Howard K. 

ral D. and James T. Priestley, M.D. Phila- 

delphia, W. B. Saunders Company, [c. 1942]. 576 
pages, illustrated. 8vo. Cloth, $8.50. 


Management of the Sick Infant and Child. By Lang- 
ley Porter, M.D. and William E. Carter, M.D. 
Sixth edition. St. Louis, C. V. Mosby Company, 
Ls Daas 977 pages, illustrated. 8vo. loth, 


Synopsis of Ano-Rectal Diseases. By Louis J. Hirsch- 
man, M.D. Second edition. St. Louis, C. V. Mosby 
Company, [c. 1942]. 315 pages, illustrated. 12mo. 
Cloth, $4.50. 


Synopsis of Materia Medica, Toxicology, and Phar- 
macology for Students and Practitioners of Medi- 
cine. By Forrest R. Davison, B.A. Second edi- 
tion. St. Louis, C. V. Mosby Company, - 1942]. 
695 pages, illustrated. 12mo. Cloth, $ 


Medical Biochemistry (Medical Students’ Series). By 
Mark R. Everett, Ph.D. New York, Paul B. 
HOT ag Inc., [c. 1942]. 694 pages. 8vo. Cloth, 


Time and the Physician. The Autobiography of 
Lewellys F. Barker. New York, G. P. Putnam’s 
- [c. 1942]. 350 pages, illustrated.. 8vo. Cloth, 


Anoxia: Its Effect on the Body. By Edward J. Van 
Liere, M.D. Chicago, University of Chicago Press, 
ic gnten 269 pages, illustrated. 8vo. Cloth, 
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Pathology of the Oral Cavity. By Lester R. Cahn, 
a Baltimore, Williams & Wilkins Company, 
iS og 240 pages, illustrated. 8vo. lo 


Chemistry and Physiology of the Vitamins. By H. 
R. Rosenberg, Sc.D. New York, Interscience Pub- 
lishers, Inc., [c. 1942]. 674 pages, illustrated. 
8vo. Cloth, $12.00. 


From Witchcraft to Chemotherapy. By Sir Walter 
Langdon-Brown. Cambridge, University Press, [c. 
1941]. €0 pages. 12mo. Paper, $.60 


Pain. By Thomas Lewis, M.D. New York, The Mac- 
millan Company, [c. 1942]. 192 pages, illustrated. 
8vo. Cloth, $3.00. 


Aleohol Explored. By Howard W. Haggard and E. 
M. Jellinek. Garden City, Doubleday, Doran and 
Company, [c. 1942]. 297 pages. 8vo. Cloth, $2.75. 


Urology in War. Wounds and Other Emergencies 
of the Genito-Urinary Organs, Surgical and Medi- 
cal. By Charles Y. Bidgood. Baltimore, Williams 
& Wilkins Company, [c. 1942]. 78 pages, illus- 
trated. 8vo. Cloth, $2.00. 


Serology in Syphilis Control: Principles of Sensi- 
tivity and Specificity. With an_ Appendix for 
Health Officers and Industrial Physicians. By 
Reuben L. Kahn, M.S, Baltimore, Williams & 
Wilkins Company, [c. 1942]. 206 pages. 8vo. 
Cloth, $3.00. 


The Medical Applications of the Short Wave Current 
By William Bierman, With a Chapter on 
Physical and Technical Aspects by Myron M. 
Schwarzschild, M.A. Second edition. Baltimore, 
Williams & Wilkins Company, [c. 1942]. 344 
pages. 8vo. Cloth, $5.00. 














3 New Editions 
To Aid You 


f SYNOPSIS OF DISEASES OF THE 

HEART AND ARTERIES—The com- 
pletely revised and reset second edition of 
this popular volume reflects the most recent 
developments in the field. 100 additional 
pages are included and illustrations have 
been substituted and added. A chapter on 
military aspects in examination of recruits 
for cardiovascular disorders has been added, 
and another new chapter deals with evalua- 
tion of added risks of cardiovascular diseases 
in surgical patients, 


by GEORGE R. HERRMANN. 2nd Ed. 448 
pages, 91 illustrations, 3 color plates. 


PRICE, $5.00. 


f SYNOPSIS OF MATERIA MEDICA, 

TOXICOLOGY AND PHARMACOL- 
OGY—in nearly every section of this text 
important changes and additions have been 
made for the second edition. The material on 
sulfonamide drugs has been brought up to 
date with discussion on sulfathiazole, sulfa- 
guanadine, sulfadiazine and sulfacetimide. 
Davison’s concise, practical information 
makes this book ideal for the physician 
working under pressure. 


by FORREST RAMON DAVISON. 2nd Ed. 
695 pages, 45 illustrations, 4 color phates. 


PRICE, $5.75. 


vf SYNOPSIS OF ANO-RECTAL DISEASES. 

The second edition of this favorite con- 
tains an entirely new chapter on focal infec- 
tion of ano-rectal origin. Other chapters have 
been entirely rewritten. More than 35 new 
illustrations have been substituted or added, 
including excellent color plates. The text 
describes routine methods and_ technics 
which have been found useful in both 
clinical and private practice. 


by LOUIS J. HIRSCHMAN, 2nd Ed. 315 
pages, 182 text illustrations, 12 color plates. 


PRICE, $4.50. 


THE C. V. MOSBY COMPANY 
St. Louis, Mo. 
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The Fifteenth Graduate Fortnight 
of the New York Academy of 
Medicine, October 12 to 23, 1942 


Subject: ‘Disorders of the Nervous Sys- 
tem.” The program includes morning 
panel discussions, afternoon clinics, eve- 
ning lectures, scientific exhibits and dem- 
onstrations. 

Registration Fee $5.00. Fellows of the 
Academy are registered without fee by vir- 
tue of their membership. A complete pro- 
gram will be mailed to every fellow with- 
out request, and to other physicians upon 
request. 2 East 103rd Street, New York, 
N. Y. 


Venereal Disease Control 


To emphasize to the physician the im- 
portance of eliciting information about 
sources of infection and contacts from each 
of his patients with venereal disease, a 
special sticker is being used by the Bureau 
of Social Hygiene of the New York City 
Department of Health. These stickers, 
printed in red, are affixed to the official 
venereal disease case report form (form 
417V) as a constant reminder of. the 
physician’s responsibility in the epidemiol- 
ogy of these infections. 

The copy on the sticker reads as fol- 
lows: 

“Think! From whom did patient receive 
infection (source) ? To whom did the pa- 
tient transmit infection (contact) ? Report 
now!” 

The Bureau on request, assigns a trained 
epidemiologist to the physician. This in- 
vestigator acts as the representative of the 
physician in bringing sources of infection, 
contacts, and lapsed-from-treatment patients 
under his treatment. 


The Coveted “X” Card 
Ed: I need gas. Cood you tell me wher 
i cood tak a short mailorder coors in kiro- 
practik (abot 3 wks) so that i cood get gas 
for essential uze. 
walter 
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